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A  Needle’s-eye  View  of 

Language  Disturbance 

H.  HARLAN  BLOOMER 
Professor  of  Speech,  Director  Speech  Clinic 


University  of  Michigan 

TThere  is  a  legend  that  an  old  king, 
wishing  to  leave  some  of  his  riches  to 
those  who  deserved  them,  and  casting 
about  for  a  simple  way  of  determining 
the  true  worth  and  sincerity  of  his  sub¬ 
jects,  let  it  be  known  that  each  subject 
could  have  as  much  gold  as  he  could 
see  through  the  eye  of  a  needle.  His  sub¬ 
jects  scoffed,  for  they  knew  that  the 
few  grains  of  gold  they  could  see 
through  the  eye  of  a  needle  would  be 
only  a  small  part  of  the  king’s  vast  treas¬ 
ures  and  not  enough  to  be  worth  their 
while.  But  one  small,  near-sighted,  little 
girl  whose  mother  had  scolded  her  be¬ 
cause  she  had  trouble  in  threading  a 
needle  held  the  eye  of  a  needle  close  to 
her  own  eye  and  saw  enough  of  the 
king’s  gold  to  give  her  a  handsome 
dowry.  She  married  the  king’s  son  who 
was  tired  of  darning  his  own  socks  and 
they  lived  happily  ever  after. 

Language  disturbances  can  be  viewed 
through  as  large  or  as  small  a  visual  field 
as  the  eye  of  a  needle  permits.  At  a  dis¬ 
tance  from  the  observer’s  eye,  the  child 
with  a  language  disturbance  is  little 
more  than  an  object  for  frustrated  pity. 
At  close  range  the  disturbance  and  its 
implications  become  a  fascinating  and 
endlessly  varied  subject. 


Ann  Arbor,  Michigan 

Causes  of  Language  Delay 

The  origins  of  language  retardation 
in  children  come  from  at  least  three 
sources  which  are  familiar  to  all  of 
us:  physical,  environmental,  and  per¬ 
sonality  maladjustments.  Among  these 
general  areas  of  causation  a  few  rela¬ 
tively  specific  factors  can  be  identified 
as  contributing  frequently  to  the  dis¬ 
turbance  of  language  development  and 
language  function.  These  include  (1) 
deafness,  (2)  brain  injury  (this  is  hard 
to  prove  in  the  absence  of  identifiable 
physical  trauma,  but  the  term  is  applied 
to  many  children  who  have  motor  and 
perceptual  difficulties  as  well  as  lan¬ 
guage  retardation),  (3)  environmental 
disturbances  such  as  parental  rejection 
and  the  social  deprivations  which  ac¬ 
company  certain  kinds  of  institutional 
care,  (4)  mental  retardation,  (5)  Psy¬ 
choses  such  as  childhood  schizophrenia, 
and  (6)  the  various  maladaptive  emo¬ 
tional  responses  of  a  child  to  his  percep¬ 
tions  of  a  seemingly  disordered  or  un¬ 
friendly  world. 

To  understand  the  problems  which 
attend  the  examination,  diagnosis,  prog¬ 
nosis  and  treatment  of  the  child  or  adult 
who  cannot  talk  one  needs  to  take  a 
close  look  at  the  nature  of  speech  and 
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language  and  the  functions  which  it 
normally  serves  in  the  development  and 
maintenance  of  our  personal  and  social 
relationships. 

Speech  ami  l  anguage 

Speech  and  language  are  distinctively 
human  functions  without  which  a  per¬ 
son  never  reaches  his  rightful  place 
among  other  human  heings.  No  race 
and  no  human  culture  has  ever  been 
known  to  exist  without  them.  They  are 
so  intimately  and  continuously  inter¬ 
woven  with  every  human  act  and  every 
perception  or  memory  that  society  and 
the  individuals  who  compose  it  owe 
their  character  largely  to  the  develop¬ 
ment  and  use  of  speech. 

S|Tecch  is  composed  not  merely  of 
“phonemes”  (distinctive  sound  units) 
but  of  intonation  patterns,  accentual 
stress,  and  variations  in  rate  and  quality 
of  voice  each  making  its  contribution  to 
the  significance  of  the  moment  of  com¬ 
munication.  Language  is  not  merely 
vocabulary,  but  an  intricate  and  com¬ 
plex  system  of  structural  units  in  which 
sounds,  words  and  sentences  are  all  ar¬ 
ranged  in  meaningful  wholes.  Speech  is 
more  than  the  “communication  of  ideas” 
since  its  expression  or  its  silence  often 
tells  far  more  about  the  speaker  than  he 
ever  intended. 

Personal-Social  Vses  of  Speech 

Speech  is  our  major  means  of  expres¬ 
sion.  W  ith  or  without  an  audience  to 
listen,  the  speaker  normally  uses  it  as  a 
way  of  relieving  tensions.  It  reflects  the 
internal  state  of  the  body  and  the 
mind  which  initiates  the  siwech.  Our 
frustrations  and  our  aggressions  often 
take  their  most  violent  physical  form 
w  hen  speech  no  longer  serves  as  a  means 
of  this  form  of  release.  In  other  words, 
speech  has  an  emotional  basis  in  which 


the  neeti  for  expression  is  an  essential 
feature.  If  the  feeling  of  need  is  missing, 
speech  will  be  missing  tcK). 

Speech  is  one  of  our  major  means  of 
establishing  and  maintaining  relation¬ 
ships  with  other  people.  W'e  learn  this 
as  infants  in  very  fundamental  and  in¬ 
timate  ways,  demanding  and  holding  the 
adults  to  us  and  to  the  satisfaction  of 
our  needs.  Later  we  learn  to  use  this 
function  of  speech  in  much  more  sophis¬ 
ticated  ways  as  a  means  of  controlling 
our  environment  verbally,  and  we  learn 
the  pleasures  of  conversation  for  its  own 
sake  (the  “phatic  communion”  which 
Malinowski  describes).  We  use  speech 
to  w  heedle,  command  or  persuade  other 
people  to  act  according  to  our  wishes. 
And  those  of  us  w  ho  become  parents  or 
teachers  know  even  better  than  most 
the  uses  of  language  as  a  means  of 
imparting  information. 

Speech  is  not  merely  a  means  of  ex¬ 
pression  and  of  scK-ial  control  and  re¬ 
lationship,  however.  It  is  a  means  of 
representing  the  u  orld  to  ourselves.  Few 
of  us  probably  realize  the  extent  to 
which  our  impressions  of  the  world  are 
influenced  by  the  verbal  “tags”  with 
which  we  identify  and  remember  things 
or  events.  Speech  is  thus  an  internalized 
thing,  the  UkjI  of  thought  and  the  basis 
of  much  of  our  recall  of  things  seen, 
heard  or  felt.  The  words  which  we  use 
are  also  chosen  to  accorti  with  the  role 
in  which  we  picture  ourselves,  and  their 
very  choice  often  influences  the  ways  in 
which  we  behave  in  our  chosen  roles. 

To  achieve  such  a  use  of  speech  we 
must  be  able  to  receive  it  and  perceive 
its  significance.  Thus  the  conditions 
which  govern  the  development  and  use 
of  speech  depend  upon  the  meaning 
that  speech  holds  for  us.  If  it  has  none, 
we  do  not  acquire  facility  in  using  it. 
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Illustrative  Cases 

J.  K.,  a  fivc-year-oUl  says  only  a 
lew  words,  and  has  never  talked  intel- 
li»ibly.  She  tirools  constantly,  chews  her 
food  poorly,  cannot  suck,  and  has  poor 
control  of  the  tongue  for  gross  inove- 
nients  as  well  as  for  the  fine  move¬ 
ments  of  speech.  She  tries  to  talk,  hut 
no  one  can  understand  her.  She  seems 
to  hear  and  understand  speech,  is 
hright-cyed,  and  is  ahlc  to  do  most 
things  that  the  average  five-year-old  can 
ilo  except  to  talk.  I'he  tentative  diag¬ 
nosis  is  one  of  dysarthria  and  possible 
lingual  apraxia. 

I).  P.  is  a  five  and  one  half-year-old 
hoy  whose  twin  talks  well  and  incessant- 
Iv.  There  are  three  other  children,  all  of 
whom  talk  well.  Ihe  twins  were  pre¬ 
mature,  and  1).  P.  had  surgery  at  two 
months  which  necessitated  his  being 
separated  from  his  mother  and  his  fam¬ 
ily  for  several  weeks.  His  father  is  an 
Army  doctor  whose  overseas  assignment 
reijuired  the  father  and  mother  to  be 
away  from  their  family  at  frequent  in¬ 
tervals,  so  that  the  children  were  usual¬ 
ly  in  the  care  of  native  nursemaids  for 
the  first  year  or  so  of  their  lives. 

I).  P.  seems  to  be  overshadowed  bv 
the  others,  is  shy  and  seems  insecure 
away  from  home,  but  manages  fairly 
well  within  the  family.  He  can  say  a 
few  words,  and  has  lately  been  gaining 
a  few  more  through  the  help  of  a  speech 
correctionist  and  the  insistence  of  his 
mother  that  he  “say  the  words  after  me.” 
His  'family  thinks  that  he  hears  ade¬ 
quately,  although  his  hearing  has  never 
been  tested  clinically. 

He  has  difficulty  in  understanding 
verbal  instructions,  but  seems  to  be 
quite  adept  at  the  mechanical  manipu¬ 
lation  of  objects.  His  mother  says  that 
almost  from  the  beginning  he  did  not 


respond  to  other  people  in  the  way  that 
the  other  children,  including  his  twin, 
have  done.  The  diagnosis  is  deferred 
until  further  studies  can  be  completed, 
although  there  seem  to  be  good  possi¬ 
bilities  that  this  is  a  complex  problem 
involving  possible  hearing  loss,  possible 
brain-damage,  and  inadequate  emotion¬ 
al  patterns  developing  from  unfavorable 
early  environmental  associations. 

J.  j.  is  nearly  three  years  of  age  and 
has  never  said  more  than  “mama”  and 
one  or  two  other  simple  words  and  in 
recent  months  has  not  even  used  those. 
He  has  been  slow  in  nearly  all  phases  of 
development,  a  fact  which  his  mother 
recognizes  when  comparing  him  to  the 
other  seven  children  of  the  family.  His 
play  consists  of  pushing  a  chair  about 
the  house,  and  he  will  do  this  for  long 
periods  of  time  without  showing  in¬ 
terest  in  any  other  activity.  On  one 
(Kcasion  he  was  pushing  a  tricycle 
round  and  round  in  the  middle  of  the 
road  in  front  of  his  home.  A  car 
screeched  to  a  halt,  honking  its  horn 
loudly,  but  J.  J.  continued  bis  play, 
without  paying  much  attention  to  the 
car.  His  mother  thinks  that  he  hears, 
however. 

During  his  examination  it  was  im¬ 
possible  to  elicit  signs  of  interest  in  any 
activity  except  that  of  pushing  a  chair. 
Sounds,  loud  or  soft,  brought  little  more 
response  than  a  turning  of  his  eyes  occa¬ 
sionally.  A  toy  elephant  that  blew  soap 
bubbles  excited  only  a  momentary 
glance  and  J,  J.  sixm  turned  from  it  to 
resume  his  fascinated  furniture  moving. 
There  is  a  possibility  that  he  does  not 
hear,  but  an  even  greater  possibility 
that  sound  has  no  meaning  for  him.  The 
tentative  diagnosis:  gross  mental  de¬ 
ficiency. 

Q.  S.  was  a  normal  seven-year-old 
child,  with  normal  speech  and  language 
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development  until  a  little  over  a  year 
ago,  when  he  suffered  a  cerebral  con¬ 
cussion  and  hemorrhage  as  a  result  of 
an  automobile  accident.  He  was  un¬ 
conscious  for  several  days,  and  after 
recovery  of  consciousness  was  partially 
paraly/ed  on  the  right  side  and  unable 
to  talk  or  understand  the  speech  of 
others.  His  perceptions  of  things  other 
than  speech  did  not  seem  to  be  disturbed 
except  that  he  could  not  read  or  print 
as  he  had  formerly  been  able  to  do. 

Upon  his  examination  at  The  Uni¬ 
versity  of  Michigan  Speech  Clinic  some 
months  later,  much  of  his  right  hemi- 
paresis  was  gone,  he  appeared  to  under¬ 
stand  most  speech,  was  able  to  print 
and  read  somewhat,  but  still  has  little 
speech  of  his  own  although  he  was  gain¬ 
ing  slowly  in  this  area.  Diagnosis:  pre¬ 
dominantly  expressive-receptive  asphasia 
of  traumatic  origin. 

Cmuscs  and  Treatment 

The  case  histories  of  such  children 
can  be  related  almost  endlessly,  each 
with  its  own  individual  characteristics, 
and  each  requiring  its  own  approach  to 
management.  In  many  instances  the 
etiologies  are  obscure,  the  case-histories 
are  difficult  to  visualize  clearly,  and  the 
diagnoses  uncertain  even  after  many 
tests  and  many  periods  of  observation. 
Obviously  the  etiological  factors  in  the 
cases  just  cited  are  quite  different.  Ideal¬ 
ly  a  special  treatment  program  adapted 
particularly  to  the  nature  of  the  disorder 
should  be  prescribed,  but  in  many  in¬ 
stances  this  is  not  possible,  for  practical 
reasons,  and  common  sense  methods 
must  be  attempted  by  a  parent  or  teach¬ 
er,  basing  his  approach  according  to 
concepts  that  are  known  by  experience 


to  assist  a  child  in  differentiating  and 
organizing  the  significant  items  of  his 
environment. 

It  seems  obvious  that  our  understand¬ 
ing  of  each  special  problem  would  re¬ 
quire  that  in  addition  to  special  examin¬ 
ations,  we  would  need  to  make  an  in¬ 
ventory  of  the  extent  to  which  each 
child  receives,  understands  and  express¬ 
es  speech.  In  devising  ways  of  extend¬ 
ing  his  uses  of  speech,  we  would  need 
to  adapt  them  to  the  basic  personal  and 
s(K'ial  functions  which  speech  and  lan¬ 
guage  serve.  We  would  need  to  analyze 
the  structural  components  of  each 
child’s  communication  system — whether 
composed  of  gesture,  intonation  patterns 
of  merely  direct  action. 

In  the  last  few  years  there  has  been 
a  great  surge  of  interest  in  matters  of 
language  and  the  problems  of  children 
and  adults  who  are  without  language. 
Physicians,  psychologists,  linguists, 
speech  pathologists,  teachers  and  par¬ 
ents  are  cooperatively  pushing  aside  the 
veil  of  confusion  and  ignorance  which 
has  handicapped  our  approach  to  the 
diagnosis  and  care  of  the  language- 
handicapped  person.  Some  progress  has 
been  made,  but  greater  steps  can  be 
taken  if  we  will  bring  the  “eye  of  the 
needle’’’  close  enough  for  us  to  see  the 
problem  in  its  full  scope.  In  this  wide¬ 
angled  view  of  language  disturbances  we 
will  need  to  consider  not  only  the 
causes  of  language  delay,  but  also  the 
nature  of  language  and  the  functions 
which  it  serves.  Our  diagnosis  and  our 
therapy  will  be  more  perceptive  if  we 
can  relate  these  factors  in  our  search 
for  an  understanding  of  language  dis¬ 
orders. 


Language  Disorders: 

An  Educational  Problem 

NANCY  i:.  WOOD 
Co-ordinator  of  Clinical  Services, 

Co-ordinator  of  The  Foundation  for  Children  with  Language  Disorders, 
Cleveland  Hearing  and  Speech  Center;  Associate  Clinical  Professor, 
Western  Resen'e  University 

O  NE  of  the  most  confusing  educa-  But  because  of  apparent  responses  to 
tional  problems  currently  a  concern  to  sound  on  numerous  occasions  and  be- 
both  teachers  and  parents  is  that  some  cause  of  behavior  problems  uncontrolled 
children,  with  normal  intellectual  po-  by  discipline,  they  became  equally  con- 
tential  as  evaluated  by  standardized  vinced  that  some  unrelated  emotional 
psychometric  tests,  having  severely  lim-  disturbance  was  tbe  cause  of  tbe  dis- 
ited  learning  abilities  for  educational  order. 

basics  such  as  reading,  writing  and  Not  all  of  these  children  have  had 
arithmetic.  Exploration  of  the  educa-  the  behavioral  characteristics  mentioned 
tional  histories  of  these  children  fre-  above;  their  problems  may  be  much 
quently  reveal  that  they  were,  in  reality,  more  subtle.  Nevertheless,  if  the  child 
unable  to  perform  adequately  in  the  ele-  is  unable  to  learn  reading,  writing  or 
mentary  grades.  Their  problems  re-  arithmetic  and  if  standarized  tests  in- 
mained  unrecognized  and  their  inability  dicate  that  his  mental  age  should  ade- 
to  comprehend  basic  educational  con-  quately  equip  him  for  these  functions, 
cepts  was  not  discovered  until  the  then  somehing  is  amiss  in  either  the 
intermediate  or  higher  grades.  test  situation  or  the  child’s  ability  to 

A  number  of  these  same  children  perform, 
have  had  histories  of  delayed  speech  Reading,  writing,  arithmetic  and  the 
ac(|uisition  indicating  that  speech  did  development  of  speech  have  one  major 
not  begin  to  develop  at  approximately  factor  in  common;  they  are  all  based 
one  year  of  age  and  continue  with  ad-  upon  the  reception  and  expression  of 
ditional,  useful  words  through  the  sec-  symbols.  Reading,  writing  and  speech 
ond  and  third  years.  Past  behavior  might  are  concerned  with  word  symbols;  arith- 
include  temper  tantrums,  hyperactivity,  metic  with  number  symbols.  Problems 
unusual  sleeping  and  eating  habits,  lack  with  these  and  other  communication 
of  response  to  sound,  and  an  inability  symbols  result  in  language  disorders.  It 
to  socialize  with  their  peers.  Concerned  is  not  enough  to  exclude  these  children 
parents  might  state  that  at  one  time  from  school  or  permit  them  to  continue 
they  were  convinced  that  this  child  was  class  attendance  without  benefit  of 
mentally  retarded.  Then,  because  of  the  learning. 

child’s  fluctuating  response  to  sound.  It  is,  therefore,  the  premise  of  this 
they  decided  that  he  had  a  hearing  loss,  discussion  that  children  with  language 
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disorders  cannot  learn  adequately  in 
normal  schools  as  these  programs  pres¬ 
ently  exist  and  that  special  educational 
procedures  are  needed  to  alleviate  or 
improve  these  learning  problems. 

Language  Development 

Before  discussing  language  disorders, 
it  is  important  to  consider  some  of  the 
aspects  of  the  development  and  func¬ 
tion  of  language.  Studies  of  the  devel¬ 
opment  of  language  in  the  normal 
child  have  been  expertly  reported  by 
McCarthy  (2).  The  majority  of  these 
studies  are  concerned  with  the  develop¬ 
ment  of  speech,  the  growth  of  vocabu¬ 
lary,  or  sentence  structure  and  gram¬ 
matical  form.  They  establish  with 
certainty  when  the  normal  child  first 
speaks  words,  phrases  and  sentences. 
W’e  know,  for  example,  that  a  child 
usually  acquires  the  use  of  nouns  first, 
then  verbs,  and  then  other  parts  of 
speech.  We  know  also  that  there  is  a 
genetic  development  to  the  acquisition 
of  sounds;  vowels  are  acquired  first  and 
then  consonants.  However,  most  of  the 
nomative  studies  reported  are  concerned 
only  with  the  expressive  aspect  of  lan¬ 
guage. 

According  to  Myklebust  (3,  4),  who 
has  contributed  greatly  to  the  under¬ 
standing  of  language  development  and 
language  disorders  in  children,  there 
are  three  types  of  language  which  the 
individual  must  develop  for  communica¬ 
tion  purposes.  Inner  language,  which 
develops  first,  is  used  to  think  and  or¬ 
ganize  our  thoughts.  Receptive  lan¬ 
guage,  which  develops  second,  is  con¬ 
cerned  with  receiving  sjieech  and  read¬ 
ing,  or  used  to  understand  communica¬ 
tion  from  others.  Expressive  language 
tells  others  what  we  think;  it  is  man's 
method  of  expressing  thoughts  in  speech 
or  writing.  Expressive  language  devel¬ 


opment  assumes  that  the  inner  and  re¬ 
ceptive  languages  are  well  integrated.  It 
is  for  this  reason  that  children  with 
reading  problems  (receptive)  will  also 
have  writing  problems  (expressive). 
Bender  ( 1 )  and  Orton  ( 5 )  have  pre¬ 
sented  some  interesting  and  challenging 
information  concerning  reading  and 
writing  problems  which  should  have 
particular  importance  for  educators. 

Briefly,  we  can  say  that  language  de¬ 
velops  from  the  birth  cry  through 
maturity  and  is  dependent  upon  the  in¬ 
tegration  of  the  inner  language,  recep¬ 
tive  language,  and  expressive  language 
functions. 

Veripheral  Problems 

There  are  numerous  so-called  peri¬ 
pheral  problems  that  can  impede  or 
delay  the  normal  acquisition  of  lan¬ 
guage.  Children  with  deafness  or  hear¬ 
ing  loss  will  not  develop  language  nor¬ 
mally  because  of  their  inability  to  hear 
sounds  or  words.  The  mentally  retarded 
child  will  develop  language  in  direct 
relationship  to  his  mental  age.  The 
child  with  an  emotional  disturbance 
may  ignore  sounds  and  words,  with¬ 
drawing  from  all  language  stimuli 
around  him.  It  is,  therefore,  apparent 
that  normal  language  development  de¬ 
pends  upon  normally  functioning  sens¬ 
ory  pathways,  mental  abilities  and 
psychological  avenues. 

Central  Language  Disorders 

The  term  central  language  disorders 
refers  to  the  child’s  inability  to  use  sym¬ 
bols  for  communication.  A  symbol  is  an 
abstraction  which  represents  a  concrete 
object,  person,  or  thing.  For  example, 
the  word  cat  is  a  verbal  symbol  for  an 
animal;  mother  the  verbal  symbol  for  a 
person;  pencil  a  verbal  symbol  for  a 
writing  tool. 
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It  is  currently  believed  that  central 
language  disorders  are  caused  by  cor¬ 
tical  damage,  insufficient  cortical  devel¬ 
opment,  or  malfunction  of  the  associa¬ 
tion  pathways  of  the  brain.  In  other 
words,  a  central  language  disorder  re¬ 
sults  from  a  central  nervous  system  in¬ 
volvement.  These  cortical  dys-functions 
arc  not  always  discernible  by  routine 
physical  examination  and  behavioral 
psychopathology  as  described  by  Strauss 
and  Lehtinen  (6),  may  be  the  only 
recognizable  clue  that  a  central  disorder 
exists.  The  problem  may  be  present  at 
birth  in  children  with  prenatal  histories 
which  include,  among  others,  German 
measles,  toxemia,  Hh  antibodies,  or 
severe  febrile  episodes.  Anoxia  at  the 
time  of  birth  is  another  contributing 
factor.  Encephalitis,  menigitis  and  head 
injuries  can  be  contributing  factors 
during  the  postnatal  period. 

Aphasia,  Alexia,  Agraphia 

Although  central  language  disorders 
vary  in  both  degree  and  type,  the  three 
disorders  most  frequently  brought  to 
the  attention  of  teachers  and  parents 
are  aphasia,  alexia,  and  agraphia.^ 

Aphasia  or  dysphasia  is  concerned 
with  spoken  language  either  in  its  re¬ 
ception  or  expression.  Althougn  the 
symptom  of  aphasia  is  an  inability  to 
understand  or  produce  the  spoken  word, 
the  problem  cannot  be  considered  one 
of  speech  production  primarily.  In  fact, 
many  of  these  children  eventually  learn 
speech  patterns  and  talk  fluently,  but 
the  speech  is  often  random  and  com¬ 
municates  limited  meaning.  The  prob¬ 
lem  is  caused  by  the  inability  of  the  in¬ 
dividual  to  receive  spoken  words  because 
of  a  basic  inability  to  perceive  stimuli 


and  classify  symbols.  The  word  apple 
may  not  be  comprehended  by  the  child 
with  aphasia,  since  the  word  itself  has 
no  perceptual  meaning  and  no  resulting 
concept.  In  the  normal  development  of 
language,  a  child  may  hear  the  word 
apple,  cat,  dog,  ball,  milk,  etc.,  for  some 
time  before  he  is  able  to  associate  the 
name  of  the  object  (a  symbol)  with  the 
actual  object  itself.  If  a  child  has  an  in¬ 
jury  to  the  brain,  or  a  lack  of  develop¬ 
ment  of  the  brain,  or  an  interruption  in 
the  association  pathways  of  the  brain, 
he  is  unable  to  make  this  symbolic  con¬ 
nection.  Because  of  the  problem  in  re¬ 
ception,  he  does  not  comprehend  and  he 
is  then  unable  to  adequately  express 
himself  in  words. 

Alexia,  or  dyslexia  refers  to  the  in¬ 
ability  or  limited  ability  of  the  child 
to  receive,  understand,  and  associate 
uritten  words  with  an  object  or  an  ex¬ 
perience.  This  is  due  to  his  inability  to 
“revisualize”  or  “reauditorize”  the  sym¬ 
bol  so  that  the  visual  or  auditory  image 
of  the  word  is  not  retained  for  a  suffi¬ 
cient  period  of  time.  This  results  in  a 
reading  disorder.  He  may  reverse  entire 
words,  reading  saw  for  was,  or  ton  for 
not.  He  may  omit  initial  or  final  sounds 
when  reading  aloud.  He  may  read  whole 
passages  silently  and  be  unable  to  re¬ 
late  what  he  has  read. 

Agraphia,  or  dysgraphia  are  similar 
to  those  disorders  discussed  above  but 
they  describe  the  inabilitv’  or  limitations 
of  the  child  to  expressively  associate 
written  words  with  an  object  or  an 
experience.  This,  then,  is  a  writing  dis¬ 
order.  Agraphia  and  alexia  are  interas- 
sooiated  since  they  are  both  concerned 
with  written  symbols,  and  it  is  necessary 


1.  Some  professional  persons  prefer  to  use  the  terms  dysphasia,  dyslexia,  and  dys¬ 
graphia  to  stress  the  fact  that  although  a  prohlem  in  the  use  of  symbols  exists,  it  is  a  partial 
rather  than  a  total  problem. 
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for  the  individual  to  be  able  to  read  be¬ 
fore  he  can  write.  Severe  spelling  dis¬ 
orders  are  also  associated  with  reading 
and  writing  problems. 

Aphasia,  alexia  and  agraphia  are  all 
symbolic  disorders  which  interrupt  nor¬ 
mal  language  integration  and  require, 
without  question,  an  educational  ap¬ 
proach. 

Educational  Needs 

There  are  insufficient  but  at  least  in¬ 
creased  possibilities  for  the  education  of 
the  deaf  child,  guidance  for  the  men¬ 
tally  retarded  child  and  psychotherapy 
for  the  emotionally  disturbed  child. 
The  child  with  orthopedic  handicaps 
and  the  blind  child  are  provided  for  in 
special  classes  or  programs  geared  to 
their  specific  problems.  Tbe  child  w'ith 
a  language  problem  appears  to  stand 
alone  with  a  learning  problem  and  no 
educational  provision.  His  problem  is 
often  unrecognized,  misdiagnosed  or  not 
understood.  Specific  educational  pro¬ 
cedures  must  be  initiated  if  these  prob¬ 
lems  are  to  be  reduced  in  complexity. 

Research 

The  study  of  language  disorders  in 
children  is  comparatively  new'  but  nu¬ 
merous  projects  designed  to  study  these 
problems  have  recently  been  under¬ 
taken  in  many  parts  of  the  country. 
These  investigations,  supported  by  gov¬ 
ernment  or  private  grants,  testify 
sharply  to  the  recognized  need  for  more 
information  concerning  learning  prob¬ 
lems. 

One  such  study  was  begun  in  1956 
at  Tbe  Cleveland  Hearing  and  Speech 
Center.^  The  histories  of  some  1200 
children  were  examined.  These  children 


were  between  the  ages  of  three  and  nine 
years,  and  all  were  known  to  have 
severe  communication  disorders.  With 
a  diagnostic  team  consisting  of  a  neu¬ 
rologist,  pediatrician,  psychiatrist,  aud¬ 
iologist,  psychologist,  statistician,  and 
three  language  pathologists,  this  popu¬ 
lation  was  best  described  by  the  follow¬ 
ing  clinical  divisions: 

Hearing  loss  264  or  22  per  cent 

Mental  retardation  552  or  46  per  cent 
Fmotional  disturb¬ 
ance  1 56  or  13  per  cent 

Language  disorders  84  or  7  per  cent 
Undifferentiated  144  or  12  per  cent 
The  children  with  hearing  loss,  men¬ 
tal  retardation,  or  emotional  disturb¬ 
ance  were  referred  to  programs  within 
the  Center  structure  or  to  an  agency 
designed  to  manage  or  treat  the  prob¬ 
lem.  The  84  children  with  language 
disorders  were  scheduled  for  therapy 
and  further  study.  Although  this  project 
is  not  completed  and  much  of  the  in¬ 
formation  obtained  is  not  ready  for  dis¬ 
cussion,  there  are  some  salient  points 
that  might  be  of  interest  to  educators 
and  parents: 

( 1 )  Children  with  language  disorders 
require,  initially,  individual  at¬ 
tention  to  their  problem.  Individ¬ 
ual  indices  of  educational  abil¬ 
ities  and  limitations  must  be  tail¬ 
ored  to  meet  each  child’s  special 
needs. 

(2)  Language  disorders,  perhaps  be¬ 
cause  of  the  causal  factors,  tend 
to  be  present  in  multiple  form. 
It  is  a  rarity  to  find  a  child  with 
a  svmbolic  disorder  without 
problems  in  several  spheres  of 
communication.  It  is  partially 
for  this  reason  that  a  total  edu¬ 
cational  approach  to  these  prob¬ 
lems  must  be  undertaken  and 


2.  This  project  is  supported  by  funds  obtained  from  the  Beaumont  Foundation  and 
tbe  Department  of  Health,  Education  and  Welfare.  It  has  been  organized  as  a  separate  unit 
within  The  Cleveland  Hearing  and  Speech  Center  and  is  called  The  Foundation  for  Children 
with  Language  Disorders. 
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isolated  drill  on  specific  aspects 
of  the  problem  usually  result  in 
little  or  no  improvement. 

(3)  The  basic  aim  of  educational 

[)roccdures  for  the  child  with  a 
anguage  disorder  is  to  help  him 
organize  incoming  stimuli  so  that 
useful  concepts  can  result.  Drill 
and  rote  procedures  will  not 
serve  this  purpose.  It  is  not  the 
production  of  words  in  either 
speech  or  oral  reading  that  is  of 
major  importance.  Rather,  it  is 
the  understanding  and  compre¬ 
hension  of  the  meaning  of  these 
words  so  that  they  become  use¬ 
ful  entities  in  communication. 

(4)  Both  the  teacher  and  the  parents 
must  be  well  versed  in  the  psy¬ 
chodynamics  of  behavior  so  that 
anxieties,  defeatism,  frustration, 
negativism,  hyperactivity,  and 
similar  types  of  behavior  are  un¬ 
derstood  rather  than  punished  or 
rewarded  indiscriminately  or  in¬ 
effectually. 

(5)  Language  disorders  should  be  de¬ 
tected  early  in  the  development 
of  communication  processes  if 
maximum  benefits  are  to  be  ob¬ 
tained  from  therapeutic  and 
training  procedures.  The  preven¬ 
tion  of  additional  problems  be¬ 
comes  a  vital  part  of  the  habili- 
tation  goals. 

The  diagnosis  of  language  disorders 
requires  a  highly  trained  group  of 
specialists  representing  many  different 
professional  disciplines.  Opinions  from 
specialists  in  the  fields  of  neurology, 
pediatrics,  psychiatry,  otology,  audiol¬ 


ogy,  psychology  and  language  pathol¬ 
ogy  must  be  integrated  before  the  initial 
diagnosis  can  be  made.  At  tbe  present 
time,  there  are  several  clinics  in  the 
country  that  offer  this  specialized  diag¬ 
nostic  service.  A  major  portion  of  the 
initial  detection  of  this  problem  re¬ 
mains  the  responsibility  of  teachers  and 
parents.  Until  adequate  legislation  is 
obtained  to  support  the  introduction  or 
expansion  of  these  services  in  clinics 
and  schools  and  until  more  universities 
are  able  to  train  specialists  in  these 
complex  diagnostic  services,  the  child 
with  a  language  disorder  will  continue 
to  be  a  confusing  educational  problem. 

Summary 

The  term  language  disorders  in  chil¬ 
dren  refers  to  the  inability  or  severe  lim¬ 
itation  of  the  child  to  use  symbols  for 
communication.  Normal  language  devel¬ 
opment  depends  upon  normally  func¬ 
tioning  sensory  pathways,  mental  abili¬ 
ties  and  phychological  avenues.  Aphasia, 
alexia  and  agraphia  are  all  symbolic  dis¬ 
orders  which  interrupt  normal  language 
integration.  The  differential  diagnosis 
of  language  disorders  requires  special 
diagnostic  services  representing  many 
different  professional  disciplines.  Chil¬ 
dren  with  language  disorders  cannot 
learn  adequately  in  normal  school  pro¬ 
grams  until  special  procedures  are  aug¬ 
mented  to  provide  for  these  complex 
learning  disorders. 
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Disturbances  of  language  can  prof¬ 
itably  be  discussed  under  three  head¬ 
ings,  according  to  the  age  of  the  patient 
when  the  trouble  begins,  because  the 
causes,  the  manifestations  and  the  ap¬ 
proach  to  treatment  are  markedly  differ¬ 
ent  in  early  childhood,  young  adulthood, 
and  late  in  life. 

r.arly  Childhood 

1.  Functional 

The  disturbances  of  early  childhood 
may  be  entirely  functional  such  as 
stammering,  stuttering,  persistent  baby 
talk,  bad  pronunciation  because  of  p(K)r 
training,  lisping,  hysterical  mannerisms, 
tics,  etc.,  or  they  may  be  of  organic- 
origin.  The  functional  ones  can  usually 
be  successfully  treated  by  counselling  or 
by  psychiatric  help.  These  conditions 
will  not  be  elaborated  upon  in  detail  at 
this  time. 

2.  Organic 

A.  Imperfections  of  Development. 
The  organic  disturbances  may  be  due  to 
many  causes.  W'hen  one  stops  to  con¬ 
sider  that  a  new  individual  begins  as  a 
single  fertilized  cell  not  even  visible  to 
the  naked  eye  and  that  by  millions  of 
divisions  it  grows  into  a  complete  per¬ 
son,  one  can  readily  understand  that 
many  imperfections  of  development  oc¬ 
cur.  One  cell  divides  into  2,  2  into  4, 
4  into  8,  and  8  into  16  and  so  on.  It  is 
a  miracle  that  the  cells  form  tongue, 
eyes,  brain,  fingers  and  toes  correctly. 


the  division  stopping  just  when  the 
tongue,  each  limb,  the  nose,  etc.  arc  just 
the  right  size.  To  me  it  is  to  be  won¬ 
dered  at  that  a  nearly  perfect  individual 
ever  develops. 

In  a  Children’s  Hospital  Neurological 
Clinic  where  infants  are  seen  it  is  not 
unusual  to  see  one  side  of  the  face  para¬ 
lyzed,  one  side  of  the  tongue  innervated, 
the  eyes  not  tracking  together  perfectly, 
etc. 

The  cell  development  may  be  inter- 
ferred  with  by  poor  blood  supply  in  the 
uterus,  by  radiation  (X-ray)  of  the 
mother  or  by  virus  infection  of  the 
mother  early  in  pregnancy  or  by  blood 
diseases.  Mismated  Rh  factors  may 
cause  serious  difficulty.  The  child  may 
develop  hydrocephalus  for  various  rea¬ 
sons  and  have  a  head  too  large  to  be 
born. 

B.  Accidents  During  Birth.  Birth 
is  one  of  the  great  hazards  of  life.  In 
the  United  States  obstetrics  is  on  the 
highest  level  in  the  world  but  there  are 
many  conditions  beyond  a  doctor’s  con¬ 
trol.  The  placenta  may  tear  loose  and 
thus  leave  the  infant  without  nourish¬ 
ment  before  it  can  be  born.  The  cord 
may  be  too  short  to  permit  birth  and 
thus  tear  and  cause  the  baby  to  lose  its 
blood.  The  baby  may  arrive  wrong  at  the 
site  of  delivery  and  necessitate  operative 
delivery.  Cesarean  section  may  be  neces¬ 
sary,  thereby  increasing  by  7  times  the 
normal  hazards  of  birth.  If  the  mother 
has  deep  anesthesia  the  baby  will  also 
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have  it  and  breathing  may  be  difficult 
for  a  while.  The  first  born  child,  the 
first  to  use  the  passage,  has  a  greater 
birth  hazard  than  any  child  subsequent¬ 
ly  born,  other  factors  being  equal. 

If  at  any  time  during  birth  the  jellv- 
soft  cord  is  compressed  for  as  long  as 
3  minutes  the  baby  is  in  danger  of  as¬ 
phyxia  with  subsequent  spasticity  or 
epilepsy.  Yet  in  a  prolonged  labor  one 
can  readily  see  that  such  an  occurrence 
is  not  rare  and  almost  impossible  for 
the  doctor  to  prevent.  If  the  cord  ap¬ 
pears  before  birth  is  complete  it  will  be 
caugbt  between  the  baby  and  tbe  mother 
and  labor  will  then  have  to  be  hurried, 
u  ith  injury  to  mother  or  baby. 

C.  Dangers  Immediately  After  Birth. 

The  frail  infant,  suddenly  released 

into  the  outer  world  with  a  different 
temperature  and  on  its  own  for  oxygen 
to  breathe  has  many  difficulties.  It  may 
need  to  be  placed  in  an  incubator.  Now 
we  know  that  in  the  past  too  much 
oxygen  has  been  detrimental,  just  as 
too  little  may  be.  It  may  seem  strange 
that  doctors  are  not  able  to  overcome 
these  hazards  but  in  the  centuries  that 
ha\e  gone  by  frail  babies  were  lost  in  a 
high  percentage  of  cases.  Any  infant 
that  the  physician  can  save  is  simply 
fortunate.  However,  we  are  not  satis¬ 
fied  merely  to  have  a  live  baby;  we  want 
a  healthy  one.  Placing  our  ideals  so  high 
makes  them  so  much  harder  to  meet. 
W'e  cannot  always  live  up  to  them. 
When  rapid  delivery  is  imperative  the 
baby’s  head  may  be  injured,  spontan¬ 
eous  breathing  may  be  impossible,  and 
caring  for  an  infant  with  cerebral  hem¬ 
orrhage  is  a  severe  responsibility.  Left 
to  nature  many  babies  simply  die. 

D.  The  First  Year.  There  are 
many  abnormal  conditions  in  a  child 
which  may  remain  undetectable  until 
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it  tries  to  stand  or  walk.  The  normal 
movements  of  babies  under  nine  months 
look  like  athetosis  (writhing  move¬ 
ments)  and  the  inability  to  walk  at  the 
proper  age  may  be  the  first  sign  of  an 
injured  or  ill  brain.  If  the  baby-like 
movements  continue  after  the  first  year 
they  are  abnormal.  If  the  limbs  appear 
spastic  when  voluntary  control  should 
appear  the  mother  may  first  become 
aware  of  spasticity.  The  mother  is  then 
inclined  to  believe  the  condition  has 
just  developed,  whereas  it  has  just  been 
discovered. 

E.  Disturbance  of  Language.  In¬ 
asmuch  as  a  normal  child  does  not  talk 
until  about  the  second  year,  disturb¬ 
ances  of  speech  may  not  be  noticeable 
until  that  time.  As  some  children  are 
normal  hut  slow  one  does  not  worry 
about  delayed  speech  until  the  age  of 
about  3.  A  neurological  examination  at 
this  time  should  disclose  whether  the 
child  is  spastic,  athetotic,  or  lacking  in 
muscular  control  of  the  organs  of 
speech. 

Some  children  arc  naturally  gifted  in 
speech  while  others  without  any  injury 
are  slow.  Some  children  watch  tbe  par¬ 
ent’s  tongue  and  lips  intently  and  make 
voluntary  efforts  to  imitate  them.  Others 
can  imitate  as  easily  as  a  parrot  without 
making  such  efforts.  I  have  seen  chil¬ 
dren  reach  the  age  of  4  or  even  5  years 
without  talking,  then  suddenly  speak 
normally.  During  these  early  years  the 
parents  can  have  a  great  influence  on 
the  development  of  speech  in  the  child 
by  slow,  careful  pronunciation  when 
they  address  the  child  and  deliberately 
guiding  it  to  speak.  If  the  parents  are  de¬ 
lighted  at  the  first  crude  efforts  and  do 
not  criticize  the  child  it  may  become  a 
slovenly  talker. 

Children  who  have  no  paralysis  but 
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whose  muscular  organization  is  inferior 
may  have  to  be  shown  by  the  kinesthetic 
method  how  to  place  lips  and  tongue  to 
produce  each  sound.  A  quiet,  unhurried, 
peaceful  environment  and  instruction 
in  good  breathing  may  be  necessary. 

F.  Aphasia.  Aphasia  is  a  disturb¬ 
ance  of  language  function  due  to  an 
organic  lesion  of  the  brain.  Aphasia  is 
not  always  complete.  Each  portion  of 
the  language  function  must  be  studied 
separately,  comprehension  of  spoken 
language,  motor  speech,  reading,  writ¬ 
ing  and  language  formulation.  The  brain 
is  made  up  of  2  identical  halves,  right 
and  left,  but  each  individual  normally 
lays  down  memory-  patterns  of  language 
on  only  one  side,  the  left  in  right- 
handed  persons.  Aphasia  does  not  occur 
in  early  childhood  unless  both  halves 
are  diseased  or  injured  because  the  good 
half  will  develop  patterns  of  language. 
Thus  it  happens  that  a  child  of  5  years, 
if  the  language  area  is  destroyed,  will 
have  aphasia  for  a  week  or  two.  If  he  is 
10  when  it  happens  he  will  have  aph¬ 
asia  for  a  few  months;  then  the  other 
side  takes  over.  But  at  the  age  of  20 
about  2  years  will  be  required  for  re- 
co\er\-  after  destruction  of  the  language 
area  of  one  side. 

However,  if  the  child  at  any  age  de¬ 
velops  a  hemorrhage  on  both  sides  or 
meningitis  with  inflammation  of  the 
brain  on  both  sides,  or  if  he  has  been 
asphyxiated  on  both  sides,  complete  re¬ 
covery  of  language  may  not  be  possible. 
Here  is  a  great  challenge  to  the  thera¬ 
pist.  One  must  remember  that  we  are 
to  work  with  the  area  of  brain  that  is 
left  and  that  a  child  may  show  remark¬ 
able  powers  of  adjustment. 

One  of  the  great  problems  in  child¬ 
hood  is  the  condition  known  as  con¬ 
genital  non-reading.  Children  with  that 


difficulty  cannot  learn  to  read  by  sight 
and  must  be  taught  to  read  by  writing. 
This  is  the  so-called  chirokinesthetic 
method  of  teaching  reading. 

VoMMg  Adulthood 

In  young  adulthood  we  meet  an  en¬ 
tirely  different  set  of  causes  of  speech 
disturbances.  Young  adults,  especially 
males,  are  out  in  the  world  of  active 
work  with  the  inevitable  industrial  in¬ 
juries  and  those  they  get  on  the  road  in 
traffic.  They  are  also  subject  to  illnesses 
such  as  brain  tumors,  multiple  sclerosis 
and  veneral  disease.  They  become  in¬ 
volved  in  alcoholism  with  its  brawls  and 
injuries.  However,  their  brain  injuries 
are  usually  on  one  side  only  and  when 
they  develop  aphasia  and  the  cause  has 
been  removed  by  treatment  (perhaps 
surgery)  they  are  excellent  candidates 
for  retraining.  Here  is  where  the  trained 
speech  therapist  has  her  great  field. 

Virtually  any  aphasic  if  his  disease 
is  not  progressive,  if  he  has  the  desire 
to  get  well  and  if  his  general  mental 
powers  are  adequate,  can  have  his  lan¬ 
guage  restored.  This  fact  was  first 
learned  from  cases  in  which  patients 
with  severe  destruction  of  the  language 
area  of  the  brain  recovered  spontane¬ 
ously.  Even  persons  as  old  as  70  years 
have  recovered  without  help. 

Late  in  Life 

Late  in  life  the  disease  conditions 
which  cause  disturbance  of  language 
are  different  from  those  of  the  other 
two  groups.  Here  we  encounter  persons 
who  have  had  strokes  or  have  had  tu¬ 
mors  removed  from  the  brain,  usually 
with  paralysis  of  the  limbs  on  the  right 
side. 

To  understand  the  condition  of  such 
patients  we  must  try  to  place  ourselves 
in  their  position.  A  man  of  60  years. 
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active  in  life  until  a  week  ago,  now  un¬ 
able  to  express  himself  in  speech  or 
writing,  unable  to  read  or  to  understand 
what  is  said  to  him,  unable  to  walk  ex¬ 
cept  by  hobbling  and  without  the  use  of 
his  right  hand  for  writing,  unable  to 
make  a  living  and  knowing  nothing 
about  possibilities  of  rehabilitation,  of¬ 
ten  goes  into  a  severe  state  of  emotional 
depression  and  is  ready  to  surrender — 
even  ready  to  end  it  all. 

Before  one  can  start  on  the  problem 
one  must  establish  rapport  with  him  and 
painstakingly  try  to  show  him  that  life 
is  worth  while — that  he  can  be  helped. 
A  friendly,  unhurried  attitude  of  en¬ 
couragement  is  essential.  Then  one  tries 
to  teach  him  to  understand  language 
in  the  same  way  that  one  would  teach 
English  to  an  intelligent  foreigner  whose 
language  we  do  not  know.  We  show  him 
objects  and  name  them  slowly  and  care¬ 
fully.  One  indicates  action  in  words  and 


by  gesture  so  that  he  associates  the  ges¬ 
ture  with  the  word.  We  show  him  how 
to  pronounce  and  help  him  with  simple 
reading.  As  he  becomes  able  to  pro¬ 
nounce  one  syllable  we  extend  the  word 
by  speech  and  writing.  We  encourage 
him  to  write  with  the  left  hand. 

In  the  meantime  he  receives  physio¬ 
therapy  to  save  the  paralyzed  limbs  from 
contractures  and  get  him  ambulated  as 
soon  as  possible,  with  brace  if  neces¬ 
sary.  The  work  is  extremely  slow  per¬ 
haps  but  the  pace  quickens  as  he  learns 
a  little. 

Care  must  be  taken  not  to  fatigue 
him.  A  few  minutes  at  a  time  is  all  he 
can  take  at  first.  If  we  tire  him  out  we 
increase  the  danger  of  another  stroke 
or  of  a  heart  attack.  Remember  it  is 
better  to  get  a  partial  recovery  than  to 
cause  another  illness  by  hurrying.  When 
he  finally  recovers  the  reward  is  great. 
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-A.  PH  ASIA  is  a  collective  term  that  re¬ 
fers  to  various  impairments  in  the  un¬ 
derstanding  or  expression  of  language 
which  may  occur  as  a  consequence  of 
disease  or  injury  of  the  brain.  The  im¬ 
pairment  may  involve  oral  or  written 
language.  When  the  disturbance  pri¬ 
marily  involves  the  understanding  of 
language,  one  speaks  of  sensory  or  re¬ 
ceptive  aphasia.  When  it  primarily  in¬ 
volves  the  formulation  and  expression 
of  language,  one  speaks  of  motor  or 
expressive  aphasia.  Disturbances  in 
writing  are  covered  by  the  terms  agra¬ 
phia  or  dysgraphia.  Impairment  in  read¬ 
ing  as  designated  as  acquired  alexia  or 
dyslexia. 

While  knowledge  of  aphasic  condi¬ 
tions  in  association  with  disease  of  the 
brain  goes  back  to  the  time  of  ancient 
Greek  medicine,  they  did  not  become  a 
subject  of  great  interest  until  the  nine¬ 
teenth  century.  In  the  early  years  of 
that  century,  Franz  Joseph  Gall  (the 
“father  of  phrenology”  but  also  an  ex¬ 
cellent  brain  anatomist)  maintained 
that  centers  for  speech  were  to  be  found 
in  the  frontal  region  of  the  brain.  Gall’s 
idea  stood  in  direct  contradiction  to  the 
then  prevailing  doctrine  that  the  brain 
was  a  homogeneous  organ,  all  parts  of 
which  subserved  all  types  of  mental 
functions.  A  major  controversy  on  the 
point  developed  and  continued  for  fifty 
years  until  Paul  Broca,  in  1861,  was 
able  to  demonstrate  by  autopsy  findings 
that  there  was  an  apparent  association 
betAveen  lesions  in  the  left  frontal  lobe 


and  the  occurrence  of  motor  aphasia. 
Roughly  a  decade  later,  Carl  Wernicke 
related  sensory  aphasia  to  the  presence 
of  lesions  in  the  temporal  and  parietal 
lobes  of  the  left  hemisphere. 

The  sharp  surge  of  interest  in  aphasia 
that  followed  Broca’s  important  discov¬ 
ery  was  reflected  in  the  publication  of 
many  observations  on  language  deficits 
in  children,  as  well  as  in  adults.  In 
1866,  just  five  years  after  the  appear¬ 
ance  of  Broca’s  memoir,  Vaisse  described 
retardation  of  language  development  in 
children  who  were  apparently  neither 
deaf  nor  mentally  defective.  He  called 
the  condition  “congenital  aphasia”  and 
advanced  the  hypothesis  that  it  was  due 
to  the  same  types  of  focal  lesion  which 
caused  aphasia  in  adult  patients.  In 
1896,  Pringle  Morgan  described  speci¬ 
fic  reading  disabilitj'  in  a  seemingly  in¬ 
telligent  14-year  old  boy  under  the 
designation  of  “congenital  word  blind¬ 
ness.” 

This  article  will  limit  itself  to  a  brief 
consideration  of  disturbances  in  the  un¬ 
derstanding  and  expression  of  spoken 
language  in  children.  It  will  not  be  con¬ 
cerned  with  specific  reading  disability 
which  is  far  more  common  than  these 
disturbances  in  oral  language  develop¬ 
ment  and  which  has  received  much 
more  attention  from  educators,  physi¬ 
cians  and  psychologists. 

In  considering  aphasic  disturbances 
in  children,  it  is  essential  that  we  draw 
a  fundamental  distinction  between  ob¬ 
viously  acquired  aphasis  and  so-called 
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congenital  aphasia.  Acquired  aphasia 
refers  to  a  loss  of  language  function  in 
a  child  who  has  already  mastered  spok¬ 
en  language.  Congenital  aphasia  denotes 
the  symptom-picture  presented  by  a 
child  who  has  never  had  adequate 
speech.  The  two  conditions  are  quite 
different  in  many  important  respects. 

Acquired  Aphasia 

Acquired  aphasia  in  children  usually 
occurs  as  a  consequence  of  cerebral  in¬ 
jury  associated  with  either  trauma  or 
an  infectious  disease  such  as  encephali¬ 
tis.  It  may  also  follow  a  cerebrovascular 
accident.  Neurological  findings  indica¬ 
tive  of  a  lesion  in  the  dominant  hemis¬ 
phere  (i.e.,  the  left  hemisphere  in  right- 
handed  children)  are  usually  present. 
In  the  early  stages  of  tKe  insult,  the 
child  may  be  practically  mute  and  show 
very  little  understanding  of  speech. 
However,  as  the  condition  stabilizes,  he 
is  likely  to  show  an  aphasic  disturbance 
which  is  somewhat  milder  than  that 
which  would  be  shown  by  an  adult  who 
suffered  a  cerebral  insult  of  comparable 
severity.  He  will  be  able  to  identify 
common  objects,  or  pictures  of  them, 
when  their  names  are  given  by  the  ex¬ 
aminer,  He  will  be  able  to  repeat  short 
sequences  of  words  or  digits.  He  will  be 
able  to  name  many  common  objects 
but  will  occasionally  block  or  miscall 
them.  He  will  be  capable  of  conversa¬ 
tional  speech  but  it  will  not  be  fluent. 
There  will  be  blocking  with  failure  to 
produce  a  desired  word  or  expression 
(so-called  “amnestic”  aphasia).  Simple 
•  oral  directions  will  be  followed  correct¬ 
ly  but  more  complicated  or  lengthy  ones 
may  be  failed. 

Thus  the  typical  picture  is  that  of  a 
partial  aphasia,  involving  both  receptive 
and  expressive  elements,  in  which  the 
simple  language  tasks  are  done  ade¬ 


quately,  the  more  difficult  tasks  arc 
failed,  and  a  certain  amount  of  irregu¬ 
larity  and  instability  in  performance  is 
shown.  Not  only  is  the  severity  of  the 
disorder  likely  to  be  less  than  that 
shown  by  the  adult  patient  but  recovery 
from  the  aphasia  is  more  rapid.  In 
adults,  the  period  of  recovery  may  vary 
widely  but  it  is  seldom  less  than  several 
months  and  may  extend  over  years.  In 
children,  the  period  of  recovery  will 
range  from  a  few  days  to  a  year  or  two, 
but  in  the  majority  of  cases  practically 
complete  recovery  will  take  place  in  a 
few  weeks.  The  recovery  may  be  spon¬ 
taneous  or  it  may  be  aided  by  deliberate 
speech  rehabilitation.  Such  rehabilita¬ 
tion  follows  the  principles  used  in  work 
with  the  aphasic  adult.  Adapted  to  the 
individual  child,  it  is  designed  to  in¬ 
crease  his  auditory  understanding  and 
his  speech  production.  The  child  is  ex¬ 
posed  to  auditory  and  visual  material 
which  is  carefully  controlled  in  respect 
to  length  and  rate  of  presentation  and 
he  is  required  (or  helped)  to  make  the 
appropriate  verbal  or  non-verbal  re¬ 
sponse.  Naming,  following  of  oral  direc¬ 
tions,  counting,  repetition  and  answer¬ 
ing  questions  are  among  the  usual 
exercises. 

The  characteristically  moderate  lan¬ 
guage  disturbances  shown  by  aphasic 
children  and  the  relatively  rapid  recov¬ 
ery  from  the  aphasia  are  usually  ex¬ 
plained  on  the  basis  of  the  plasticity  of 
the  child’s  cerebral  organization.  It  is 
assumed  that,  when  the  dominant  hem¬ 
isphere  is  damaged  and  aphasia  ensues, 
the  subordinate  hemisphere  rapidly 
takes  over  the  language-mediating  func¬ 
tions  of  the  damaged  hemisphere.  Stated 
in  another  way,  unilateral  cerebral  dom¬ 
inance  is  not  as  fixed  in  the  child  as  in 
the  adult  with  the  result  that,  when  one 
hemisphere  is  damaged,  this  flexibility 
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in  dominance  comes  into  play  as  a  com¬ 
pensating  factor.  Substantial  support  for 
this  idea  is  provided  by  clinical  observa¬ 
tions  on  children  with  congenital  or 
early  acquired  deficit  of  one  cerebral 
hemisphere  or  the  other.  Children  with 
such  unilateral  injury  are  not  aphasic, 
even  when  the  left  hemisphere  is  com¬ 
promised.  Indeed,  the  whole  left  hemis¬ 
phere  can  be  surgically  removed  in  a 
young  child  without  causing  a  lasting 
language  deficit. 

Congenital  Aphasia 

The  observations  which  have  been 
made  on  acquired  aphasia  in  children 
have  important  implications  for  our  un¬ 
derstanding  of  the  condition  which  is 
known  as  “congenital  aphasia.”  The 
very  term  itself  is  a  matter  of  some  dis¬ 
pute.  There  are  clinicians  who  deny,  on 
both  semantic  and  empirical  grounds, 
that  there  is  such  an  entity  as  congenital 
aphasia.  The  semantic  objection  is  that 
aphasia  means  a  loss  of  language  skills 
and  that  therefore  it  is  meaningless  to 
speak  of  aphasia  in  children  who  have 
never  had  the  skills.  This  objection, 
taken  by  itself,  would  seem  to  be  rather 
trivial.  We  do  not  hesitate  to  speak  of 
a  congenital  cerebral  palsy  or  congenital 
blindness  although  they  mean  the  "loss” 
of  the  power  of  voluntary  movement  or 
of  sight,  and  we  need  not  hesitate  to 
speak  of  a  congenital  aphasia  if  such  a 
condition  exists. 

The  empirical  objection  is  more  im¬ 
portant  since  it  raises  the  question  as  to 
whether  a  condition  which  can  be  reas¬ 
onably  called  congenital  aphasia  actually 
exists.  Specifically,  it  denies  that  con¬ 
genital  retardation  in  language  develop¬ 
ment  is  tridy  comparable  to  the  ac¬ 
quired  aphasic  conditions  of  childhood 
or  adult  life. 

Congenital  aphasia  is  the  name  given 
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to  extreme  language  retardation  in  chil¬ 
dren  who  are  aparently  neither  deaf  nor 
mentally  defective.  This  retardation  ty¬ 
pically  involves  receptive  as  well  as  ex¬ 
pressive  functions,  that  is  to  say,  the 
child  speaks  very  little,  if  at  all,  but 
also  shows  limitations  in  his  under¬ 
standing  of  spoken  lanuage.  There  may, 
however,  be  a  significant  discrepancy 
between  the  level  of  ability  to  talk  and 
the  level  of  ability  to  understand  spok¬ 
en  language.  Thus  a  totally  mute  child 
may  show  by  his  behavior  that  he  under¬ 
stands  quite  a  good  deal  of  spoken  lan¬ 
guage. 

The  condition  usually  attracts  atten¬ 
tion  when  the  child  is  2-il>  or  3  years 
old,  i.e.,  at  an  age  when  it  is  clear  that 
he  should  be  able  to  talk  and  to  under¬ 
stand  language.  In  many  children,  the 
retardation  fortunately  proves  to  be  a 
transitory  one,  a  sudden  spurt  in  lan¬ 
guage  development  occurring  at  the  age 
of  4  or  5  years  so  that  the  handicap  is 
overcome  in  a  reladvely  short  time.  On 
the  other  hand,  the  condition  may  per¬ 
sist  indefinitely  and  thus  present  an 
extremely  serious  problem  to  the  child 
and  to  everyone  concerned  with  his  wel¬ 
fare. 

In  order  to  make  a  diagnosis  of  con¬ 
genital  aphasia — or  specific  language  re¬ 
tardation,  to  use  a  term  preferred  by 
some  w'orkers — it  is  necessary  that  the 
condition  be  distinguished  from  mental 
deficiency.  This  differentiation  is  not 
established  as  easily  as  might  appear  at 
first  glance.  To  make  the  distinction, 
one  compares  the  status  of  non-language 
abilities  (e.g.,  handling  of  spatial  ma¬ 
terial,  psychomotor  skills)  with  lan¬ 
guage  abilities.  The  child  with  a  spe¬ 
cific  language  handicap  ought  to  per¬ 
form  on  a  normal  or  near-normal  level 
in  the  non-language  area.  For  example. 
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if  a  five-year  old  child  scores  at  an  av¬ 
erage  level  in  formboard  performance, 
copy  designs,  and  non-verbal  memory 
tasks,  yet  shows  gross  retardation  in 
language  functions,  the  diagnosis  is 
clear-cut.  However,  he  is  more  likely  to 
show  some  degree  of  deficit  in  the  devel¬ 
opment  of  non-language  skills,  even 
though  their  level  is  appreciably  higher 
than  that  of  his  language  skills.  One 
reason  for  this  is  that  the  development 
of  these  "non-language”  skills  is  by  no 
means  independent  of  language  func¬ 
tion.  As  anyone  can  determine  for  him¬ 
self,  by  introspection,  verbal  processes 
play  a  role  in  the  mediation  of  many 
“non-language”  performances,  e.g.,  re¬ 
membering  abstract  designs  by  labeling 
them  as  a  "diamond,”  “rectangle,'’ 
“two  big  circles  and  a  small  square,” 
etc.  Hence  the  child  who  is  deprived  of 
internal  language  may  well  suffer  a  re¬ 
tardation  in  the  development  of  these 
skills. 

It  is  also  known  that  mentally  defec¬ 
tive  children,  like  other  children,  may 
show  considerable  uneveness  in  the  lev¬ 
el  of  development  of  various  skills.  Some 
mental  defectives  have  a  fairly  adequate 
development  of  language  functions 
(e.g.,  vocabulary,  verbal  fluency) 
while  their  performance  on  non-lan¬ 
guage  tasks  is  grossly  defective.  Others 
show  the  opposite  pattern — a  fair  de¬ 
velopment  of  non-language  skills  with 
gross  retardation  in  language  functions, 
e.g.,  a  performance  IQ  of  80  and  a  verb¬ 
al  IQ  of  50.  The  latter  pattern  is  often 
encountered  in  the  so-called  “familial” 
type  of  mental  deficiency.  These  and 
other  considerations  have  led  some  clin¬ 
icians  to  consider  “congenital  aphasia” 
as  a  particular  type  of  mental  deficiency 
rather  than  to  attempt  a  sharp  separa¬ 
tion  of  the  two  conditions. 

Congenital  aphasia  further  implies 


that  the  observed  language  retardation  is 
not  a  result  of  hearing  loss,  i.e.,  that 
the  child  is  not  “deaf.”  This  distinction 
is  also  not  quite  as  easy  to  make  as  one 
might  think.  The  accurate  determina¬ 
tion  of  auditory  acuity  is  notoriously 
difficult  in  children  with  low  intelli¬ 
gence  or  language  disability.  W’hen  care¬ 
ful  examination  is  done,  it  has  been 
found  that  many  congenitally  aphasic 
children  do  suffer  from  a  partial  deaf¬ 
ness  which  involves  the  higher  sound 
frequencies.  As  a  result,  the  appreciation 
of  speech  sounds  may  be  markedly  im¬ 
paired.  How'ever,  not  all  congenital 
aphasics  show  this  high  frequency  hear¬ 
ing  loss.  Thus,  it  may  well  be  that  there 
are  quite  different  etiological  back¬ 
grounds  for  congenital  aphasia.  This 
implies  quite  different  methods  of  treat¬ 
ment  and  education  according  to  the 
etiological  type  one  is  dealing  with. 

Emotional  disturbance  has  also  been 
invoked  as  a  major  cause  of  congenital 
aphasia  in  children.  This  point  of  view 
is  based  essentially  on  two  types  of  clin¬ 
ical  observation.  The  first  is  that 
aphasic  children  are  likely  to  show  a 
variety  of  emotional  disturbances.  They 
may  be  overtense,  resistive  and  with¬ 
drawn,  and  have  temper  tantrums.  Ob¬ 
viously,  such  disturbances  might  well 
be  a  resultant  of  their  distressing  lan- 
gauge  disability.  However,  it  is  also  pos¬ 
sible  to  take  the  position  that  these  dis¬ 
turbances  represent  a  primary  personal¬ 
ity  disorder  which  also  includes  the 
language  retardation  as  one  expression. 
Secondly,  autistic  or  schizophrenic 
children  almost  invariably  show  dis¬ 
turbed  language  development  both  on 
the  receptive  and  expressive  side.  In¬ 
deed,  their  reactions  to  speech  and  other 
meaningful  sounds  in  the  environment 
are  of  such  a  nature  that,  as  with  the 
aphasic  child,  the  question  of  hearing 
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loss  is  often  raised.  It  is  generally  ac¬ 
cepted  that  the  language  deficits  of 
these  children  are  not  primary  but 
rather  a  specific  symptom  of  a  funda¬ 
mental  personality  deviation.  Generaliz¬ 
ing  for  this,  some  clinicians  have  con¬ 
ceptualized  congenital  aphasia  as  the 
focal  and  predominant  expression  of  an 
underlying  personality  disturbance. 

Congenital  aphasia  differs  in  many 
important  respects  from  acquired  aph¬ 
asia  in  children.  First,  it  is  generally  far 
more  severe.  Secondly,  beyond  a  certain 
age,  it  is  not  likely  to  disappear  spon¬ 
taneously.  Thirdly,  it  does  not  yield  as 
readily  to  re-educational  efforts.  Finally, 
the  specific  causative  agent  (or  agents) 
is  different.  In  acquired  aphasia,  speci¬ 
fic  damage  to  the  dominant  hemisphere 
is  quite  evidently  the  cause  of  the  lan¬ 
guage  deficits.  But,  for  reasons  which 
we  have  already  mentioned,  this  type  of 
unilateral  cerebral  damage  cannot  rea¬ 
sonably  be  postulated  as  tbe  cause  of 
congenital  aphasia.  One  has  to  assume 
that  there  is  at  least  damage  of  the 
speech  areas  in  both  cerebral  hemis¬ 
pheres  to  account  for  congenital  aphasia. 


This  is  a  possibility  but  one  whi^h  as 
yet  has  no  substantial  evidence  to  sup¬ 
port  it. 

It  is  obvious  that  we  deal  here  with  a 
rather  complex  problem.  Detailed  and 
comprehensive  evaluation  is  called  for 
when  one  encounters  a  child  whose  be¬ 
havior  raises  the  question  of  a  congeni¬ 
tal  aphasia.  A  thorough  general  physi¬ 
cal  examination,  neurological  assessment 
and  a  careful  evaluation  of  hearing  ca¬ 
pacity  should  be  done.  Equally  import¬ 
ant  is  a  thorough  psychological  evalua¬ 
tion  which  goes  beyond  the  determina¬ 
tion  of  the  IQ  to  assess  the  pattern  of 
intellectual  abilities  and  disabilities 
shown  by  the  child  and  in  which  con¬ 
siderable  attention  is  paid  to  his  emo¬ 
tional  status  and  personal  adjustment. 
Treatment  of  the  child  will  depend  up¬ 
on  one’s  interpretation  of  the  findings. 
It  may  take  the  form  of  the  type  of 
speech  rehabilitation  offered  to  patients 
with  acquired  aphasia,  or  the  type  of 
education  adapted  to  a  partially  deaf 
child,  or  psychotherapy  may  play  the 
major  role. 
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APHASIA  IN  CHILDREN 

Central  Institute  for  the  Deaf 
there  has  been  a  program  for  the  diag¬ 
nostic  assessment  and  teaching  of  aph¬ 
asic  children  for  over  30  years.  The 
primary  feature  of  the  progfSm  has  been 
the  teaching  of  aphasic  children.  At  the 
present  time  we  are  actively  engaged  in 
teaching  over  1 00  children  we  consider 
to  be  aphasic.  There  is  an  enrollment 
of  60  in  nine  full-time  classes  for  apha¬ 
sic  children,  and  an  additional  60-75 
aphasic  children  are  receiving  intensive 
individual  teaching  on  an  out-patient 
basis. 

In  this  article  I  shall  discuss  what  we 
at  Central  Institute  mean  by  aphasia  in 
children,  what  we  find  to  be  character¬ 
istic  of  the  children  we  have  classified 
as  aphasic,  and  some  of  the  basic  prin¬ 
ciples  of  the  procedures  we  have  used 
in  teaching  aphasic  children.  The  dis¬ 
cussion  will  be  confined  to  children  who 
have  little  or  no  ability  to  use  or  com¬ 
prehend  language.  While  it  is  true  that 
many  of  the  less  severe  problems  in 
reading,  writing,  speech  and  language 
encountered  in  regular  schools  may  be 
properly  classified  as  mild  forms  of  aph¬ 
asia,  such  problems  will  be  excluded 
from  this  discussion. 

Definition 

Until  the  last  10-15  years  most  writ¬ 
ings  on  aphasia  dealt  with  aphasia  in 
adults,  i.  e.  the  losses  in  speech  and 
language  which  follow  strokes,  cerebral 
hemorrhage,  cerebral  thrombosis,  or  se¬ 


vere  head  injury.  The  definition  of  aph¬ 
asia  should  not  be  confined  to  “losses” 
of  ability  in  language  for  there  are 
among  children  certain  failures  in  the 
development  of  language  which  can  be 
classified  as  aphasia.  The  condition  of 
aphasia  may  be  defined  as  a  defect  in 
the  ability  to  use  or  to  comprehend  lan¬ 
guage  which  is  the  result  of  a  deficit  in 
the  central  ncn'ous  system  rather  than 
the  result  of  hearing  loss,  mttscular  par¬ 
alysis,  mental  retardation,  or  sever  emo¬ 
tional  disturbance.  The  problem  of  dif¬ 
ferential  diagnosis  frequently  is  quite 
complex  for  defects  of  hearing,  mus¬ 
cular  control,  mentality,  and  emotional 
disturbances  may  accompany  aphasia  in 
various  degrees  and  combinations. 

Although  aphasia  was  defined  above 
as  resulting  from  a  deficit  in  the  central 
nervous  system,  evidence  of  a  patho¬ 
logical  condition  in  the  central  nervous 
system  other  than  that  gained  through 
assessment  of  the  child’s  language,  hear¬ 
ing  and  intelligence,  is  not  essential  to 
our  classification  of  a  child  as  aphasic. 
We  base  our  classification  primarily  up¬ 
on  the  discrepancy  between  the  child’s 
development  of  language  and  his  level 
of  hearing  and  intelligence. 

In  one  study  ( 1 )  about  half  of  the 
children  we  had  classified  as  aphasic 
presented  essentially  negative  case  his¬ 
tories  from  the  standpoint  of  etiology, 
neurologic  signs,  and  EEC  records. 
Among  the  children  we  have  classified 
as  aphasic,  those  with  neurologic  signs 
of  central  nervous  system  pathology, 
those  with  acquired  aphasia  (3)  i.e. 
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losses  of  speech  and  lan^ua^e  previously 
developing  normally,  and  those  with 
negative  case  histories  all  have  essen¬ 
tially  the  same  difficulties  in  learning 
speech  and  language  and  all  present 
similar  symptoms  with  respect  to  the 
discrepancy  between  the  child’s  develop¬ 
ment  of  language  and  his  level  of  hear¬ 
ing  and  intelligence.  The  failure  to  de¬ 
velop  language  in  the  presence  of  ad¬ 
equate  hearing,  mentality,  and  emotion¬ 
al  integrity  is,  in  our  opinion,  sufficient 
indication  of  central  pathology  to  war¬ 
rant  the  classification  of  aphasia. 

Frequently  aphasic  children  are  de¬ 
scribed  as  being  “brain-injured”  or  the 
terms  aphasic  and  “brain-injured”  are 
used  synonymously.  This  leads  to  con¬ 
fusion.  The  term  aphasia  refers  to  a 
specific  kind  of  deficit  in  language  abil¬ 
ity.  The  term  “brain-injured”  is  very 
general  and  may  include  individuals 
with  problems  ranging  from  severe  cere¬ 
bral  palsy  to  abnormal  EEG  patterns 
without  other  obvious  defects.  Also,  the 
term  “brain-injured”  connotes  general 
intellectual  defect  which  by  definition 
is  excluded  from  the  classification  of 
aphasia. 

Some  authors,  particulary  Mykelbust 
(5,6)  have  listed  a  number  of  non¬ 
language  problems  as  characteristic  of 
the  aphasic  child.  Among  these  non-lan¬ 
guage  characteristics  are:  failure  to 
grasp  the  true  meaning  of  surroundings 
and  experience,  failure  to  differentiate 
parents  from  other  adults,  distractibility, 
hyperactivity,  disinhibition,  persevera¬ 
tion,  emotional  flatness,  and  social  de¬ 
tachment.  W  hile  some  of  the  above 
problems  may  exist  in  varying  degrees 
in  some  cases,  we  do  not  consider  such 
problems  as  characteristic  of  the  chil¬ 
dren  w’e  have  classified  as  aphasic.  We 
recognize  that  the  aphasic  child  fre¬ 
quently  presents  erratic  or  deviant  be¬ 


havior  in  addition  to  his  lack  of  lan¬ 
guage,  but  we  feel  that  such  behavior 
problems  result  mainly  from  the  con¬ 
fusion  and  frustration  of  his  and  his 
parents’  reactions  to  the  handicap.  It 
is  our  impression  that  most  of  the  apha¬ 
sic  children  enrolled  in  our  teaching 
programs  are  relatively  normal  in  all 
respects  except  for  their  inability  to 
communicate  through  language. 

Types  of  Aphasia 

Aphasia  in  children  falls  into  two 
major  categories — expressive  or  motor 
aphasia  and  receptive  or  sensory  apha¬ 
sia.  Expressive  aphasia  is  characterized 
by: 

1.  Lack  of  expressive  speech  and 
language 

2.  Adequate  understanding  of 
speech  and  language 

3.  Limited  one  or  two  syllable  pat¬ 
terns  of  vocalization 

4.  Partial  or  complete  inability  to 
imitate  tongue,  lip,  and  jaw  ac¬ 
tions,  sounds  or  words 

5.  Absence  of  muscular  paralysis 

6.  Adequate  intelligence  for 
speech 

The  expressive  aphasic  child  can  under¬ 
stand  what  is  said  to  him  but  he  can¬ 
not  reproduce  the  patterns  and  se¬ 
quences  of  sounds.  He  knows  the  words 
he  wants  to  say  but  he  cannot  negotiate 
them  as  motor  speech  sequences  even 
though  he  has  apparently  normal  mus¬ 
culature.  Usually  a  limited  pattern  of 
one  or  two  syllables  is  repeated  when¬ 
ever  the  child  attempts  verbal  communi¬ 
cation.  Vocal  inflections  vary  appropri¬ 
ately  with  what  the  child  is  trying  to 
express.  The  expressive  aphatic  child 
relies  on  pulling,  pointing  and  gesturing 
for  expressive  communication. 

Receptix'c  aphasia  is  characterized  by: 
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1.  Lack  of  understanding  of 
speech 

2.  Lack  of  expressive  speech 

3.  Discrepancy  between  the  abil¬ 
ity  to  hear  and  the  understand¬ 
ing  of  spoken  language 

4.  Discrepancy  between  intelli¬ 
gence  and  the  understanding 
of  spoken  language 

Many  receptive  aphatic  children  may 
be  mistakenly  thought  to  be  deaf  for 
they  do  not  respond  to  speech  and  of¬ 
ten  ignore  sound.  It  has  been  our  ex¬ 
perience  that  the  receptive  aphasic  child 
learns  poorly  if  at  all  when  taught  as  if 
he  were  deaf.  The  parents  of  receptive 
aphasic  children  may  think  their  child 
is  deaf,  or  they  may  be  confused  be¬ 
cause  the  child  seems  to  “hear  at  one 
moment  and  not  the  next.”  Most  re¬ 
ceptive  aphasic  children  respond  to 
sound  inconsistently  and  thus  are  diffi¬ 
cult  to  test  for  hearing.  Some  however 
give  ample  evidence  of  having  hearing 
within  the  normal  range.  The  receptive 
aphasic  child  may  have  any  degree  of 
hearing  loss  in  addition  to  the  aphasia. 
Many  of  the  children  we  have  classified 
as  receptive  aphasic  have  moderate 
losses  of  hearing  plus  aphasia.  When 
an  aphasic  child  has  a  severe  hearing 
loss  the  presence  of  aphasia  may  not  be¬ 
come  apparent  until  the  child  fails  to 
learn  when  taught  as  deaf  or  hard  of 
hearing. 

Intellectually  the  receptive  aphasic 
child  may  range  from  retarded  to  super¬ 
ior.  On  the  basis  of  non  verbal  intelli¬ 
gence  test  scores,  the  children  we  classi¬ 
fy  as  receptive  aphasic,  with  very  few 
exceptions,  are  above  average  in  intelli¬ 
gence  and  many  are  superior.  At  levels 
of  intelligence  below  dull  normal,  the 
classification  of  aphasia  becomes,  by 
definition,  inappropriate.  When  a  child 


presents  the  combined  handicap  of 
moderate  hearing  loss  and  moderate 
mental  deficit  he  may  well  exhibit  the 
characteristics  of  receptive  aphasia  but 
to  classify  such  a  child  as  aphasic  re¬ 
duces  the  specificity  and  meaning  of  the 
term. 

The  characteristics  listed  above  for 
expressive  and  receptive  aphasia  de¬ 
scribe  conditions,  not  individual  chil¬ 
dren.  Each  individual  child  possesses 
those  characteristics  in  varying  degrees 
and  combinations,  frequently  compli- 
catetl  or  obscured  by  behavior.  The  diag¬ 
nostic  classification  of  some  children 
can  be  made  only  after  observing  the 
child’s  response  to  teaching.  All  diag¬ 
nostic  classifications  are  subject  to  veri¬ 
fication  and  revision  during  and  after 
teaching. 

Teaching  procedures 

The  objective  in  the  program  for 
aphasic  children  at  Central  Institute  for 
the  Deaf  is  to  prepare  the  children  for 
entrance  into  regular  schools  as  near  the 
appropriate  age  and  grade  level  as  possi¬ 
ble.  Following  are  some  of  the  basic 
features  or  principles  of  the  procedures 
we  use  for  teaching  the  children  we 
have  classified  as  aphasic.  The  princi¬ 
ples  as  stated  to  the  teaching  of  both 
expressive  and  receptive  aphasics. 

1.  We  feel  that  the  basic  problem  of 
the  chihiren  rve  classify  as  aphasic  is 
a  deficit  in  speech  and  language.  Our 
work  with  each  aphasic  child  begins  as 
directly  with  the  teaching  of  speech  and 
language  as  that  child’s  behavior  will 
allow.  From  the  very  beginning,  the  tea¬ 
ching  of  speech  and  language  is  the  base 
and  core  of  our  entire  program  for  aph¬ 
asic  children  and  the  most  significant 
dimension  in  our  final  evaluation  of  the 
success  of  our  work  with  each  aphasic 
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child  is  the  extent  to  which  he  can  com¬ 
municate  through  speech  and  language. 

II.  Our  procedure  is  analytical.  We 
always  prexeed  from  the  simple  to  the 
complex.  W'e  begin  our  teaching  of 
speech  and  language  with  the  units  of 
sounds  and  letters.  The  child  is  taught 
to  produce  individual  speech  sounds. 
Each  sound  is  associated  with  its  writ¬ 
ten  letter  symbols.  Once  the  child  has 
gained  the  ability  to  produce  the  sounds 
of  the  language  from  the  written  form, 
the  basic  tool  has  been  established  for 
use  throughout  the  remainder  of  our 
work  with  the  child. 

III.  There  is  systematic  sensory  and 
motor  experience  through  the  four  spe¬ 
cific  skills  of  reading,  writing,  speaking 
and  understanding  speech.  Visual  ex¬ 
perience  is  provided  through  reading 
written  language  and  carefully  self- 
monitored  writing.  Motor  and  kines¬ 
thetic  experience  is  provided  through 
the  requirement  for  carefully  produced 
and  accurately  self-monitored  articula¬ 
tion  of  all  phonetic  elements.  Auditory 
experience  is  provided  through  practice 
in  differentiating  and  identifying  words 
and  language  through  hearing  alone  and 
through  accurate  self-monitoring  in 
speech.  Each  of  the  visual,  auditory, 
motor  and  kinesthetic  experiences  men¬ 
tioned  above  is  developed  separately  and 
ass(K'iated  with  the  others  through  sys¬ 
tematically  structured  drill  and  experi¬ 
ence. 

I\\  W'e  use  oral  expression  as  the 
starting  or  base  point  in  building  lan¬ 
guage.  The  child  is  first  taught  to  pro¬ 
duce  individual  sounds  from  the  written 
form.  He  is  then  taught  to  produce  se¬ 
quences  of  sounds  which  make  up 
words.  The  child  is  not  expected  to 
recognize  and  understand  any  words 
through  reading,  lipreading  or  hearing 


until  he  has  produced  the  words  orally 
himself. 

The  basic  sequence  of  teaching  new 
vocabulary  or  language  is  as  follows: 

1 .  The  new  language  is  presented 
to  the  child  in  written  form. 

2.  The  child  reads  it  aloud  in 
carefully  self-monitored  speech. 

3.  The  meaning  of  the  new'  unit 
of  language  is  demonstrated  in 
context  through  structured  les¬ 
sons. 

4.  The  child  is  required  to  use 
and  reproduce  the  new  lan¬ 
guage  in  oral  and  written  form 
in  the  same  context  as  it  was 
presented  in  the  structured 
lesson. 

5.  Situations  are  created  in  which 
the  child  must  use  the  new 
language  appropriately  in  more 
spontaneous,  less  structured 
contexts. 

Other  writers  (5,6)  have  suggested 
that  for  the  receptive  aphasic,  emphasis 
should  be  given  to  receptive  language 
(or  comprehension)  and  that  when  re¬ 
ceptive  language  is  established,  expres¬ 
sive  language  will  naturally  follow.  We 
have  found  that  for  the  receptive  apha¬ 
sic,  comprehension  develops  more  com¬ 
pletely  when  there  is  specific  attention 
given  to  expression.  Also  we  have  found 
for  the  children  we  have  classified  as  re¬ 
ceptive  aphasic,  that  expressive  ability 
does  not  “naturally”  follow  the  develop¬ 
ment  of  comprehension.  An  essential 
point  concerning  our  emphasis  on  oral 
expression  is  that  when  the  child  is  ex¬ 
pressing  verbal  symbols  orally,  he  is  re¬ 
quired  to  monitor  his  expression  care¬ 
fully.  \\  hile  receptive  auditory  activity 
may  be  primarily  sensory,  carefully  self- 
monitored  verbal  expression  can  result 
only  from  an  integration  of  both  sensory 
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and  motor  capacities,  thus  providing  re¬ 
ceptive  as  well  as  expressive  experience. 

V.  \Vc  use  a  variety  of  visual  cues 
and  devices  to  aid  the  child  in  his  mem¬ 
ory  for  aud  learuiug  of  importaut  prin¬ 
ciples  and  relationships.  Cursive  script 
is  used  in  order  to  einphasi/e  visually 
the  continuity  and  grouping  of  letters 
and  sounds  into  word  units  and  at  the 
same  time  to  emphasize  the  individual- 
itv  of  each  word  unit. 

Color  also  provides  important  visual 
information.  During  the  child’s  begin¬ 
ning  drills  and  words,  two  colors  are 
alternated  for  each  phonetic  change. 
The  child  soon  learns  to  tell  at  a  glance 
the  number  of  sounds  and  the  points  of 
phonetic  change  in  the  word  by  observ¬ 
ing  the  alternating  colors.  This  informa¬ 
tion  is  particular)  important  since  many 
sounds  are  spelled  with  two  or  three 
letters. 

l  ater,  particular  language  forms  are 
emphasized  by  the  use  of  contrasting 
colors  within  sentences. 

Idle  five  principles  discussed  above 
represent  tbe  most  basic  features  of  tbe 
procedures  which  have  been  developed 
and  used  at  tbe  Central  Institute  for  tbe 
teaching  of  speech  and  language  to  aph- 
asic  children.  The  procedures  them¬ 
selves  are  organized  into  a  highly  struct¬ 
ured  and  systematic  progression  through 
delinite  levels  of  ever-increasing  linguis¬ 
tic  complexity. 

Prognosis 

The  results  of  more  than  30  years  of 
teaching  aphasic  children  at  the  Insti¬ 
tute  leads  us  to  feel  that,  in  general, 
the  prognosis  for  aphasic  children  is 
good.  The  objective  of  preparing  these 
children  for  entrance  into  regular 
schools  as  near  their  own  age  range  as 
|Tossible  has  been  accomplished  to  a 


large  extent.  There  are,  of  course,  those 
for  whom  this  objective  has  not  been 
accomplished.  Most  of  those  for  whom 
the  objective  was  not  accomplished  were 
children  whose  problems  were  compli¬ 
cated  by  deficiencies  of  intelligence  or 
hearing  of  sufficient  magnitude  that 
regular  school  placement  would  have 
been  inappropriate  even  without  apha¬ 
sia.  On  the  basis  of  our  past  experience, 
it  appears  that  the  aphasic  child  with 
normal  intellectual  potential  who  enters 
our  full-time  program  between  the  ages 
of  4  and  6  has  a  good  chance  of  entering 
a  regular  school  near  his  own  age  group 
by  age  10.  The  children  dismissed  from 
our  full-time  classes  between  1945  and 
1955  on  whom  test  scores  were  avail¬ 
able  (4)  had  an  average  age  at  dismis¬ 
sal  of  10.5  years  and  an  average  grade 
equivalent  of  3.6  (on  standardized 
sch(K)l  achievement  tests).  Prognosis  in 
any  given  case  will  be  limited  by: 

1.  l  imitation  in  mental  ability 

2.  Hearing  losses 

3.  .Age  beyond  5  years  of  begin¬ 
ning  of  education 

4.  Tmotional  instability' 

5:  Inadequate  home  situations  or 
parent  cooperation 

l  inally,  it  also  has  been  our  experience 
that  the  children  we  have  classified  as 
expressive  aphasic  have  a  poorer  prog¬ 
nosis  as  a  group  than  those  we  have 
classified  as'  receptive  aphasic.  Intelli¬ 
gence  seems  to  be  the  major  factor  in 
this  |K)orer  prognosis  for  the  expressive 
aphasic  group  for  a  large  proportion  of 
that  group  have  IQ  scores  in  the  dull- 
normal  or  lower  range  of  intelligence. 

Conclusion 

In  closing  one  important  point  should 
be  made  regarding  the  education  of 
aphasic  children.  W  hile  we  believe  that 
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the  prognosis  lor  aphasic  children  is 
)^o<)d,  ue  base  that  belief  upon  the  ex- 
prience  accumulated  in  the  program  at 
Central  Institute.  In  broader  perspec¬ 
tive,  the  prognosis  for  aphasic  children 
is  in  reality,  poor.  Not  because  appro¬ 
priate  remedial  measures  are  lacking  but 
because  the  number  and  availability  of 
appropriate  educational  programs  for 
aphasic  children  is  extremely  limited. 
Public  education  in  the  U.  S.,  with  the 
exception  of  perhaps  half-a-dozen  com¬ 
munities  provides  nothing  for  the  apha¬ 


sic  child.  liven  the  mentally  retarded, 
grossly  unprovided  for  through  public 
education,  are  incomparably  better  pro¬ 
vided  for  than  are  the  aphasic. 

I  he  aphasic  child  has  the  potential 
for  educated,  useful  citizenship.  At  the 
present  time  this  potential  can  be  real¬ 
ized  only  by  a  few.  W  e  feel  that  in  our 
program  we  have  demonstrated  that  the 
aphasic  child  has  a  good  prognosis.  W'e 
look  forward  to  the  day  when  we  can  be 
less  and  less  exclusive  in  this  demonstra¬ 
tion. 


REFERENCES 

1.  Goldstein,  R.,  Landau,  W.  M.,  and  Kleffner,  F.  R.,  “Neurological  Assessment  of  some 
Deaf  and  Aphasic  Children,”  Annals  of  Otology,  Rhinology  and  laryngology,  67:  1958, 
468-480. 

2.  Kleffner,  F.  R.,  “Teaching  Speech  and  Language  to  Aphasic  Children,”  Volta  Rci’ieti', 
60:  1958,  326-328. 

3.  Landau,  VV,  M.,  and  Kleffner,  F.  R.,  “Syndrome  of  Acquired  Aphasia  with  Convulsive 
Disorders  in  Children,”  Neurology,  7:  1957,  525-530. 

4.  McGinnis,  M.,  Kleffner,  F.  R.,  and  Goldstein,  R.,  “Teaching  Aphasic  Children,  Volta 
Review,  58:  1956,  239-244. 

5.  Mykelbust,  If.  R.,  Auditory  Disorders  in  Children,  N.  Y.,  Grune  and  Stratton,  1954. 

6.  Mykelbust,  H.  R.,  “Training  Aphasic  Children.”  Volta  Review,  57:  1955,  149-157. 


BOOK  REVIEWS 


Public  Relations  for  Teachers.  By 
IX)yle  M.  Bortner.  N.  Y.  Simmons-Boardman 
B<K)ks.  1959.  $4.75. 

The  purpose  of  this  book  is  to  help  the  in¬ 
dividual  teacher  to  understand  his  unique- 
function  and  his  responsibilities  and  oppor¬ 
tunities  in  the  important  and  vital  area  of 
school  public  relations.  In  addition,  there 
are  numerous  suggestions  involving  both 
principles  and  techniques  that  will  give  the 
teacher  the  help  that  he  nee*ds  in  an  area 
for  which  he  may  have  received  little  or  no 
training.  The  author  is  modest  in  stating  that 
his  book  is  no  comprehensive  treatment  of 
school  public  relations  nor  docs  he  claim  that 
it  is  a  handbook  for  the  complete  organiza¬ 
tion  and  administration  of  a  total  school  pub¬ 
lic  relations  program.  It  is  a  volume,  how¬ 
ever,  that  the  classroom  teacher  will  find  both 
practical  and  useful.  Teachers  are  aware 
these  days  of  sound  public  relations,  but  too 
frequently  they  do  not  understand  how  they, 
as  teachers,  can  forward  these  relationships. 
The  volume  contains  chapters  on  building 
public  relations  through  contact  with  pu¬ 


pils,  with  parents,  with  the  community,  with 
colleagues,  and  with  local  teachers’  associa¬ 
tions.  The  role  of  the  principal  in  public 
relations,  too,  is  discussed.  A  most  useful 
Ixiok. — W.  P.  S. 

Guidance  for  Today’s  Schools.  By 
Charles  R.  Foster.  N.  Y.  Ginn.  1957. 

This  all-inclusive  text  in  guidance  is  de¬ 
signed  for  both  counselors  and  teachers  and 
for  those  in  service.  The  approach  is  emi¬ 
nently  practical  and  it  presents  some  very 
specific  procedures  and  suggestions  to  assure 
the  successful  adjustment  of  students  in  the 
home,  the  school,  and  the  community.  The 
emphasis  is  on  all  students  and  not  merely 
on  those  who  present  acute  or  chronic  prob¬ 
lems.  Much  stress  is  put  on  the  vocational 
aspect  of  the  guidance  and  especially  on  the 
question  of  vocational  choice.  Throughout, 
the  part  of  guidance  in  the  total  learning 
process  is  pointed  out.  Guidance  is  the  re¬ 
sponsibility  of  the  teacher  and  the  parent, 
and  of  the  community  itself,  according  to  the 
author. — W.  P.  S. 


Teaching  the  Child 

With  Delayed  Speech 

NORMA  SCIINEIDF.RMAN 
Queens  College,  Flushing,  N.  Y. 


Introduetion 

The  inaclet|iiate  speech  development 
of  some  children  suggests  tlie  possibility 
of  organic  deviation.  By  examining  the 
tvpe  and  extent  of  language  present,  the 
diagnostician  can  often  reach  some  con¬ 
clusions  about  the  cause  of  the  disorder, 
and  the  teachers  and  therapists  can  dis¬ 
cover  where  to  begin  in  helping  the 
child  toward  normal  language  goals.  But 
what  of  the  child  who  does  not  talk  at 
all? 

I  rom  time  to  time  anxious  parents 
bring  children  of  three,  four,  five  and 
even  six  years  without  speech  or  per¬ 
haps  a  two-  or  three-word  vocabulary  to 
the  teacher  or  speech  therapist.  Some¬ 
times  there  is  already  a  reliable  diagno¬ 
sis  on  record  to  explain  the  child’s  lack 
of  speech :  he  may  have  been  found  deaf 
or  mentally  retarded  or  emotionally  dis¬ 
turbed  or  brain-injured.  Sometimes 
there  is  more  than  one  diagnostic  report 
in  the  folder,  revealing  that  the  experts 
have  disagreed  among  themselves.  Per¬ 
haps  there  has  been  no  satisfactory  diag¬ 
nosis.  rhe  procedures  for  differential 
diagnosis  among  the  factors  most  often 
responsible  for  delayed  onset  of  speech 
have  been  described  thoroughly  (2,  3). 

W  hen  the  therapist,  teacher  and  par¬ 
ent  have  reliable  diagnostic  information, 
they  are,  admittedly,  in  a  better  posi¬ 
tion  to  understand  the  child,  plan  for 
his  training  and  interpret  his  responses 


to  training  (  1 ).  In  my  experience,  how¬ 
ever,  some  basic  principles  apply  to  the 
speech  training  of  children  without 
speech,  whatever  the  original  cause  for 
the  dela\ed  language  problem.  The  most 
useful  technitjues  1  have  found  for  be¬ 
ginning  language  training  for  such  chil- 
tlren  come  from  the  established  methods 
of  teaching  the  deaf.  To  begin  with,  1 
will  discuss  three  principles  of  teaching 
language  borrowed  from  these  methods. 

Coneepts 

No  matter  why  the  child  does  not  yet 
sjx'ak,  the  teacher  or  therapist  should 
begin  with  teaching  eoneepts.  It  is  easy 
to  sec  that  with  little  deaf  children  the 
teacher  must  begin  with  concepts  in¬ 
stead  of  speech  sounds  or  even  words. 
Because  the  deaf  child  cannot  hear  lan¬ 
guage  spoken,  his  store  of  language  con- 
cejits  upon  which  to  build  his  own 
speech  is  inadequate.  The  therapist  (or 
first,  the  parent)  starts  by  teaching  him 
that  “things”  have  “names”;  that  objects 
and  ideas  can  be  distinguished  from  one 
another  and  yet  are  related  to  one  an¬ 
other  (“milk”  is  something  you  “drink”; 
a  “shoe”  goes  on  a  “foot”;  “blue”  is  a 
name  for  many  things  of  similar  but  not 
identical  hues;  a  “ball”  goes  “up”  and 
then  falls  “down”).  Attempts  to  teach 
the  deaf  child  to  speak  are  based  on  his 
understanding  of  language  concepts. 

If  deafness  has  been  ruled  out  in  the 
diagnosis  of  the  child  without  speech. 
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it  is  assumed  that  he  can  understand  the 
language  he  presumably  hears.  But  is 
this  a  safe  assumption?  Other  causative 
factors,  such  as  mental  retardation,  emo¬ 
tional  disturbance  or  brain  injury,  also 
serve  to  limit  or  impede  understanding 
of  speech.  I'ven  supposing  none  of  the 
aliove  factors  is  operating  at  the  time  of 
beginning  therapy,  there  is  still  one  rea¬ 
son  to  expect  such  limited  understand¬ 
ing — the  lack  of  speech  itself.  That  is, 
a  child's  understanding  of  language  is 
limited  to  a  large  extent  by  his  own 
ability  to  use  that  language.  He  may,  of 
course,  know  more  than  he  can  say — 
but  that  is  true  of  everyone. 

The  jwint  is  that  the  beginning  of 
language  learning  will  be  based  on  lin¬ 
guistic  concepts  that  are  simple  and  un¬ 
mistakably  clear  in  the  child’s  mind. 
1  hus  the  teacher  should  begin  with  ac¬ 
tivities  and  games  involving  simple  ideas 
that  the  child  can  understand  cjuickly. 
“In”  and  “out,”  for  example,  can  be 
taught  easily  with  the  use  of  a  jack-in- 
the-box  that  the  child  likes  to  operate. 

Sounds 

The  first  words  to  be  taught  should 
also  be  chosen  from  the  standpoint  of 
what  speech  sounds  they  contain.  The 
first  words  developed  in  the  deaf  child’s 
vcK'abulary  are  usually  characterized  by 
simple  articulatory  patterns  and  are 
easy  to  read  on  the  lips.  The  reasons  for 
chtK>sing  such  words  (“baby”;  “mom¬ 
my”;  “up”;  “more”;  “bye-bye”)  are  sev¬ 
eral.  Easily  lipread  words  are  more  eas¬ 
ily  understood  by  the  deaf  child.  He  can 
also  imitate  such  words  more  easily  and 
be  more  intelligible  when  he  tries  to 
use  them. 

The  delayed  speaker  who  is  not  deaf 
also  needs  help  in  understanding,  as  we 
have  seen.  When  visual  clues  are  added 
to  the  auditory  clues  of  spoken  language. 


the  child  has  a  better  chance  of  recog¬ 
nizing  new  words.  Also,  like  the  deaf 
child,  he  needs  to  begin  w’ith  words 
that  are  easy  to  say.  He  will  have 
more  success  imitating  words  with  easy 
lip  sounds  such  as  listed  above  (by  the 
way,  these  are  the  sounds  that  appear 
earliest  in  the  normal  speech  develop¬ 
ment  of  children).  Early  successes  are 
very  important  at  this  stage.  Eurther- 
more,  no  matter  how  old  the  child  is, 
if  he  has  never  spoken  he  cannot  be  ex¬ 
pected  to  have  good  control  over  the 
articulators — lips,  teeth,  tongue,  etc. 
I  bis  fact  means  that  his  first  attempts 
at  speech  will  be  poor.  On  words  like 
“more”  and  “up”  he  will  have  more  suc¬ 
cess  and  can  be  more  easily  understood 
than  if  he  tries  words  like  “green”  and 
“sister”. 

A  delighted  mother  of  a  child  just  be¬ 
ginning  to  learn  to  speak  once  told  of 
the  time  she  had  taken  her  little  boy  to  a 
neighbor’s  house,  where  be  had  been 
given  some  ice  cream.  When  he  finished 
his  portion  he  loudly  yelled  “more!”,  his 
only  word  at  that  time.  The  startled 
neighbor  said  to  the  mother,  “I  see  he 
can  talk  now!” 

Vamiliar  Experiences 

Beginning  lessons  with  the  child 
without  speech  should  center  around 
his  own  familiar  experiences.  This  prin¬ 
ciple  is  an  old  one  in  the  education  of 
the  deaf.  As  early  as  possible,  they  are 
taught  their  own  names  and  the  names 
of  members  of  the  family.  Names  of 
parts  of  the  body  and  articles  of  cloth¬ 
ing  come  into  early  lessons.  The  expla¬ 
nation  is  that  such  language  items  are 
at  the  same  time  most  useful  to  the  child 
and  most  interesting  to  him. 

This  approach  is  also  applicable  to 
the  child  with  delayed  speech  W'ho  is 
not  deaf.  The  materials  for  his  early 
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training  should  be  based,  not  on  alpha¬ 
betical  lists  of  words  ordinarily  in  the 
x’ocabularv  of  a  child  his  age,  but  on 
the  very  language  items  found  in  his 
everyday  experience.  Like  all  children, 
he  is  most  interested  in  things  concern¬ 
ing  himself.  For  example,  pictures  of 
members  of  his  own  family  (including 
himself!)  can  be  absorbing  material  for 
many  lessons. 

The  Older  Child 

1  hese  are  some  of  the  early  principles 
of  teaching  the  child  without  speech 
borrowed  from  the  education  of  the 
deaf.  However,  later  on,  the  child  who 
has  b\  now  developed  a  considerable 
amount  of  speech  may  have  difficulties 
with  more  advanced  linguistic  consider¬ 
ations.  Here  again,  some  of  the  methods 
of  teaching  older  deaf  children  may 
prove  useful.  The  history  of  a  child 
whose  speech  was  severely  delayed  in 
onset  may  shed  light  on  some  of  these 
later  problems  and  their  solutions. 

Bobby  K.  was  first  brought  to  the 
speech  therapist  at  the  age  of  six  years. 
He  had  no  speech  except  for  some  poor 
attempts  to  say  his  own  name.  No  ade¬ 
quate  diagnosis  for  his  lack  of  speech 
had  been  made,  although  he  had  been 
seen  by  various  specialists  (eventually 
a  diagnosis  of  childhood  aphasia  was 
agreed  upon).  He  was  a  cooperative 
child  who  followed  directions  well,  so 
that  a  hearing  test  could  be  satisfactorily 
completed.  His  hearing  was  found  to  be 
normal.  He  was  the  youngest  of  six 
children,  the  others  having  had  report¬ 
edly  normal  speech  development.  His 
parents  spoke  both  English  and  German. 
I'arlier  attempts  at  speech  therapy  had 
been  unsuccessful. 

Bobby  had  no  apparent  difficulty  ad¬ 
justing  to  the  lesson  situation.  He  par¬ 
ticipated  in  all  activities  willingly.  Bob¬ 
by  often  tried  to  tell  tbe  therapist  about 
his  experiences,  and  was  often  success¬ 
ful  at  making  himself  understood  by 
using  grunts  and  gestures.  He  was  alert 


and  good  humored  at  all  times.  The  re¬ 
sults  of  non-verbal  tests  showed  him  to 
be  of  normal  intelligence. 

From  the  very  beginning  Bobby  learn¬ 
ed  steadily.  Early  lessons  involved  games 
and  activities  to  teach  the  concepts  and  ^ 
words,  “more”,  “up”,  “down”,  “baby”, 
“ball”,  “big",  “little”,  and  familiar 
names,  colors  and  numbers.  Bobby’s  at¬ 
tempts  to  reproduce  these  words  were 
usually  very  faulty.  He  distorted  vowels 
as  well  as  consonants,  and  surprisingly 
had  the  greatest  difficulty  with  conso¬ 
nants  at  the  beginnings  of  words.  1  he 
speech  sounds  were  taught  to  him  in 
their  developmental  order  (p,  b  and  m 
were  taught  first).  He  had  to  be  taught 
the  difference  between  voiced  and  un¬ 
voiced  sounds.  His  attempts  to  speak 
continued  to  be  poor,  but  improved 
enough  so  that  he  could  be  understood 
with  some  difficulty.  He  began  to  pick 
up  some  words  not  taught  to  him  at  the 
speech  clinic.  His  mother  and  his  sister 
(one  year  older)  helped  him  by  review¬ 
ing  the  vocabulary  items  from  his  les¬ 
sons  at  home. 

Bobby  alwa\s  attempted  to  use  what¬ 
ever  language  he  had.  As  his  vocabulary 
grew,  he  became  adept  at  expressing  a 
great  deal  with  only  a  few  words.  He 
was  easy  to  engage  in  conversation.  Bob¬ 
by  also  began  to  learn  to  read.  W'ben  be 
first  came  to  the  clinic,  he  had  been  able 
to  print  his  first  name  (better  than  he 
could  say  it).  Because  the  printed  word 
was  always  used  as  an  aid  in  teaching 
language,  it  was  easy  to  introduce  read¬ 
ing  activities.  These  early  attempts  to 
build  up  a  ready  vocabulary  were  also 
successful.  In  school,  however,  Bobbv 
was  relegated  to  a  back  seat  because  he 
was  unable  to  keep  up  with  the  older 
children. 

There  was  steady  progress  in  lan¬ 
guage  development  until  Bobby  was 
nine  years  old.  At  this  time  he  seemed 
to  reach  a  lengthy  plateau  in  learning 
and  was  dropped  from  clinic  enrollment 
for  a  time.  A  year  and  a  half  later  (Bob¬ 
by  now  just  eleven)  he  returned  for  re¬ 
interview.  He  had  progressed  further  in 
language  learning,  but  his  mother  hop¬ 
ed  that  still  more  could  be  done  to 
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bring  him  closer  to  the  standard  of 
speech  development  for  his  age.  At 
this  time  informal  examination  revealed 
that  Bobby’s  speech  was  now  intelligible 
for  the  most  part  and  also  grammatical, 
and  that  he  could  discuss  most  topics 
‘with  an  occasional  searching  for  words. 
He  often  seemed  to  have  to  pause  to 
think  of  the  word  he  wanted,  but  usu¬ 
ally  found  it  at  last.  On  the  debit  side, 
the  following  comments  could  be  made 
about  the  speech  of  this  eleven-year-old 
bov: 

1.  His  vocabularv  was  limited,  al¬ 
though  he  managed  surprisingly  well 
with  the  language  he  knew. 

2.  Although  his  speech  was  not  un¬ 
grammatical,  it  was  telescoped  and  not 
always  colloquial  in  structure,  as  if  he 
had  to  find  a  way  to  use  just  the  words 
he  knew  and  express  his  ideas  in  fewer 
words  than  normally  used.  For  example, 
he  might  say,  “Next  week  I  will  go  to 
Washington,”  instead  of,  “Next  week 
we  are  going  to  Washington  for  the 
weekend.” 

3.  His  speech  had  a  staccato,  word- 
for-word  rhythm  that  was  almost  com¬ 
pletely  lacking  in  familiar  stress  pat¬ 
terns.  This  was  especially  true  of  his 
attempts  to  use  less  familiar  words. 

4.  He  still  had  some  distortions  of 
speech  sounds,  including  some  vowel 
distortions,  which,  together  with  the 
odd  rhythmical  pattern  kept  him  from 
being  entirely  intelligible. 

Which  of  these  observations  could 
not  he  made  of  the  speech  of  a  deaf 
child  of  equivalent  age  and  training? 
At  this  stage,  then,  techniques  from  the 
education  of  older  deaf  children  may  be 
found  useful. 

Bobby  was  accepted  for  further 
speech  training.  More  advanced  activ¬ 
ities  were  brought  into  the  lessons.  Vo¬ 
cabulary  development  was  continued, 
the  specific  items  chosen  from  sixth 
grade  word  lists  and  incorporated  into 


games,  discussions  and  reading  exer¬ 
cises.  Common  contractions  such  as 
“I’H”  and  “can’t,”  and  common  phrases, 
were  taught  to  make  his  sentence  struc¬ 
ture  more  colloquial.  Natural  speech 
rhythmn  was  taught  by  analyzing  the 
essentials  of  “strong”  and  “weak”  and 
“long”  and  “short”  sounds  of  words  and 
syllables,  and  relating  these  variables  to 
the  meaning  of  phrases  and  sentences. 
Bobby  understood  these  consHerations 
easily  and  learned  to  apply  them.  The 
improvement  of  specific  speech  sounds 
was  done  incidentally  as  these  matters 
came  up  in  the  lessons. 

The  results  were  obvious  and  en¬ 
couraging.  Bobby’s  speech  improved 
steadily  in  all  the  areas  listed.  As  for¬ 
merly,  he  seemed  to  make  good  use  of 
everything  he  learned. 

At  the  present  time  Bobby  is  still  at¬ 
tending  the  clinic,  now  concentrating 
on  increasing  vocabulary  for  both  read¬ 
ing  and  speaking. 

Final  Considerations 

In  summary,  then,  many  of  the  prin¬ 
ciples  and  techniques  for  teaching  lan¬ 
guage  to  deaf  children  may  be  adapted 
for  use  with  children  with  normal  hear¬ 
ing  who  nevertheless  do  not  develop 
speech  at  the  expected  age.  This  is  not 
to  suggest,  however,  that  such  children 
should  attend  schools  for  the  deaf;  chil¬ 
dren  who  can  hear  should  he  exposed 
to  g(M)d  speech  models  and  associate  pri¬ 
marily  with  children  with  normal 
speech  development. 

1  he  understanding  and  broadest  ap¬ 
plication  of  the  principles  and  techni- 
(|ues  discussed  above  result  from  atten¬ 
tion  first  of  all  to  how  language  devel¬ 
ops  in  children  who  do  not  begin  to 
speak  at  the  expected  age,  and  only 
secondarily  to  the  reasons  for  this  delay 
in  any  one  child. 
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I^EFOKE  man  had  developed  a  system 
of  written  symbols,  he  had  perfected 
a  method  of  instantly  communicable 
acoustic  symbols:  a  system  by  which  he 
could  orally  transmit  information  re¬ 
garding  himself  and  his  activities  to  his 
fellow  man.  His  listener,  whether  man 
or  beast,  reacted.  The  reaction  could 
take  many  forms,  some  obvious,  some 
questionable,  some  subtle.  L'ndoubted- 
ly,  even  before  man  listened  to  the 
utterances  of  his  companions,  he  lis¬ 
tened  to  the  world  of  non-men;  water 
falling,  ice  cracking,  animals  roaring, 
and  trees  sighing  in  the  wind. 

This  ancient  special  sense  of  hearing 
can  be  traced  back  to  the  lowly  fish  and 
today  one  whole  branch  of  marine  bi¬ 
ology  is  studying  the  “language”  and 
"hearing”  of  these  primitive  creatures. 

While  such  and  related  studies  are 
fascinating  and  yield  much  understand¬ 
ing  of  the  evolution  of  human  hearing, 
what  we  hear  today  in  our  present 
emergent  state  of  being  is  the  case  in 
point. 

Two  words  are  used  to  express  an 
auditory  response  to  sound — hearing 
and  listening.  Technically  speaking, 
hearing  means  a  psycho-biological  re- 
siM)nse  to  an  auditory  stimulus:  biolog¬ 
ical  in  the  sense  that  the  organism  re¬ 
ceives  a  pattern  of  airborne  pressure 
waves,  translates  them  in  several  stages 
to  nerve  impulses,  which  travel  to  the 


cortex,  or  integrator,  of  the  brain;  psy¬ 
chological  in  the  sense  that  the  brain 
interprets  the  meaningfulness  of  sound. 
Listening  is  a  term  which  connotes 
more  activity  on  the  part  of  the  receiver. 
In  fact,  a  new  term,  “auding”  or  aural 
comprehension,  may  even  supplant  “lis¬ 
tening”  as  a  more  operational  term  in 
educational  circles. 

Regardless  of  the  frame  of  reference, 
hearing  for  speech  emerges  as  the  prin¬ 
cipal  function  of  the  auditory  mecha¬ 
nism  in  man.  Parenthetically  speaking, 
it  is  interesting  to  note  that  such  a  phy- 
logenetically  old  system  serves  the  much 
newer  system  centered  about  the  speech 
mechanism. 

Placed  in  current  concepts  of  infor¬ 
mation  theory,  the  hearing  apparatus 
monitors  the  output  of  the  speech  mech¬ 
anism  by  a  process  of  control.  This 
control  system  makes  it  possible  for  the 
normal  speaker-hearer  to  check  con¬ 
stantly  on  the  accuracy  of  his  verbality 
(output)  in  terms  of  any  particular  con¬ 
text  or  environment.  If  components  of 
this  circular  circuit  are  defective,  the 
monitoring  function  may  be  either  dis¬ 
turbed  or  even  absent. 

Such  defective  auditory  monitoring 
extends  from  hearing  loss  to  deafness; 
a  continuum  from  mild  to  profound  de¬ 
ficit  in  hearing  acuity.  Hearing  loss  or 
hypacusis  is  used  to  describe  any  loss 
which  is  potentially  correctible  by  either 
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medical  or  prosthetic  techniques  to  a 
practical  hearing  level,  lotal  deafness, 
or  auacusis,  may  describe  either  pro¬ 
found  loss  or  acoustic  nerve  dysfunc¬ 
tion  which  cannot  be  corrected  by  medi¬ 
cal  or  prosthetic  techniques  to  a  practi¬ 
cal  hearing  level.  A  common  education¬ 
al  term  for  the  hypacusis  patient  is 
“hard-of-hearing.”  W  hatever  the  defini¬ 
tion,  the  ear  specialist  (medical  etholo¬ 
gist)  assumes  responsibility  for  the 
diagnosis  and  enlists  the  aid  of  a  team 
composed  of  the  non-medical  audiolo¬ 
gist  and  the  teacher  to  successfully  plan 
a  program  of  hahilitation. 

Hearing  Loss 

Hearing  Loss  assumes  many  forms. 
One  kind,  called  conductive,  may  be 
described  as  a  more  or  less  even  diminu¬ 
tion  of  all  tones,  high  and  low,  with 
the  result  that  speech  sounds  faint  to 
the  listener.  The  reader  may  stimulate 
this  type  of  loss  by  occluding  tbe  ears 
with  ear  plugs.  Fortunately,  this  type 
of  loss  may  usually  be  remedied  by  new¬ 
ly  i')erfected  medical  and  surgical  tech¬ 
niques.  Birth  defects  and  even  missing 
parts  of  the  outer  and  middle  ear  can 
be  reconstructed  to  perform  tbeir  func¬ 
tion  adequately.  New  types  of  medica¬ 
tions,  sucb  as  those  belonging  to  the 
“antibiotic,”  antibistaminic  and  cortico- 
steriod  families,  may  control  and  re¬ 
duce  infectious  processes  that  at  one 
time  called  for  radical  correction  lead¬ 
ing  in  some  cases  to  further  loss. 

Briefly  stated,  new  techniques  in 
field  of  otology  have  been  so  uniformly 
successful  that  they  have  revolutionized 
the  treatment  of  the  person  with  the 
conductive  form  of  hearing  loss. 

Paralleling  these  advances  in  medi¬ 
cine  have  been  great  strides  in  hearing 
aid  design.  W'ith  the  invention  of  the 
new  “transitor”  (a  highly  efficient  type 


of  amplifier)  modern  hearing  aids  are 
almost  always  effective  in  helping  the 
person  with  a  conductive  loss  to  better 
hearing  in  those  small  number  of  cases 
where  medical  or  surgical  methods  are 
not  feasible.  Because  of  tbeir  relatively 
small  size  and  high  power  handling 
capacity,  even  wearing  two  such  instru¬ 
ments  poses  relatively  few  comfort  prob¬ 
lems  to  children  when  the  loss  warrants 
amplification  to  both  ears. 

Other  children  with  hearing  loss  may 
not  be  quite  so  fortunate.  They  may 
have  a  loss  designated  as  receptive,  or 
nerve  type.  Some  sounds  may  be  under¬ 
standable  while  others  are  distored  be¬ 
yond  recognition.  Take  a  ruler  and  cover 
the  bottom  half  of  the  words  on  this 
line  and  try  to  figure  out  the  meaning  of 
what  is  left.  You  will  recognize  by 
spacing  and  deductive  methods  wbat 
the  line  reads,  but  with  some  question. 
On  the  next  line  cover  three-quarters 
of  the  words.  You  may  still  be  able  to 
figure  out  a  few  words,  but  probably  not 
all  of  them.  Try  to  shift  your  thinking 
now  to  the  possible  complications  .that 
might  arise  in  hearing  such  a  distorted 
or  incomplete  message. 

However,  what  useful  hearing  re¬ 
mains  may  supply  the  necessary  cues 
necessary  for  speech  reception  and  rath¬ 
er  than  belaboring  what  is  lost,  treat¬ 
ment  is  directed  towards  what  is  left. 
Too  often,  parents  have  reacted  to  the 
label  “nerve  loss”  as  if  absolutely  nothing 
could  be  done  when,  in  reality,  the 
area  of  actual  loss  contributed  little  if 
any  information  to  the  reception  of 
speech. 

By  experimenting  with  electronic  cir¬ 
cuits,  engineering  teams,  with  the  help 
of  hearing  specialists,  have  developed 
hearing  aids  that  have  helped  many 
children,  but  not  all  of  them.  In  other 
words,  it  must  be  remembered  that  a 
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hearing  aid  is  just  that — not  a  new  ear. 

Deafness 

W  hile  it  has  been  demonstrated  clin¬ 
ically  that  only  a  very  few  children  have 
absolutely  no  bearing,  that  majority 
classitied  as  deaf  have  some  residual 
hearing,  usually  for  low  pitched  tones 
only.  The  information  carried  by  such 
tones  may  have  little  or  no  relation  to 
tones  in  the  speech  range.  Even  if  these 
tones  are  amplified  by  the  use  of  power¬ 
ful  hearing  aids,  they  still  may  not  con¬ 
vey  enough  information  to  make  speech 
intelligible.  On  the  other  hand,  because 
deafness  is  almost  impossible  to  stimu¬ 
late,  even  in  the  laboratory;  just  the  "on- 
off"  cues  may,  along  with  the  coopera¬ 
tion  of  other  senses,  supply  minimal  in¬ 
formation. 

Probably  the  most  important  “extra- 
auditory”  sense  in  communication  lies 
within  the  visual  system.  The  process 
by  which  the  eye  can  help  the  ear  is 
called  lip-reading  or  speech  reading. 
While  not  much  is  known  about  the 
“why’s”  of  lip-reading,  much  research 
has  gone  into  methodology  to  the  point 
where  even  preschool  deaf  children  can 
be  taught.  Too,  the  sense  of  vibration, 
especially  through  the  fingers,  material¬ 
ly  supplies  information  which  when 
compounded  with  residual  hearing 
through  amplification,  kinesthesis  and 
and  vision  provide  usable  communica¬ 
tion  channels  to  the  deaf  child  in  a 
hearing  world.  From  such  sensory  co¬ 
operation  the  child  may  get  the  “gist” 
of  a  spoken  message,  enough  to  fill  in 
many  of  the  blank  spaces  in  the  com¬ 
munication  situation. 

Perhaps  another  type  of  apparent 
deafness  should  be  mentioned.  This 
tyix*,  sometimes  called  aphasia,  or  verh- 
al  agnosia,  or  word  deafness,  or  congen¬ 
ital  receptive  aphasia,  may  often  be  mis¬ 


taken  for  deafness.  The  child  apparently 
receives  verbal  messages  but  cannot  in¬ 
tegrate  them  meaningfully.  This  mav 
lead  parents  and  teachers  to  believe  that 
the  child  is  intellectually  retarded.  Such 
children  need  careful  medical  work-ups 
and  require  a  team  composed  of  the 
otologist,  pediatrician,  neurologist,  clin¬ 
ical  psychologist,  speech  pathologist, 
and  audiologist  to  insure  a  program  of 
practical  habilitation.  Only  recently  has 
this  type  of  deafness  comes  to  the  atten¬ 
tion  of  the  researcher.  W'ith  new 
advances  in  electrophysiological  instru¬ 
mentation,  research  in  this  area  prom¬ 
ises  to  be  richly  rewarding  to  the  imagi¬ 
native  scientist. 

Deteetion  and  Diagnosis 

Losses  occurring  after  speech  has  de¬ 
veloped  as  an  automatic  form  of  behav¬ 
ior  are  largely  self-detected.  Children 
may  not  reveal  this  fact  to  their  parents 
or  teachers  and  may  develop  conscious 
or  unconscious  ways  of  defending  them¬ 
selves  against  close  sedutiny  by  com¬ 
pensatory  forms  of  behavior,  such  as  in- 
attentiveness,  giving  w'rong  answers, 
avoiding  speech  situations,  aggressive 
hostile  acts  against  other  children,  or 
even  to  the  point  of  withdrawal  from 
reality. 

These  are  danger  signs  to  he  brought 
to  the  attention  of  responsible  special¬ 
ists.  It  is  very  difficult  to  decide  wheth¬ 
er  a  small  child  “won’t”  talk  or  “can’t” 
talk,  and  immediate  steps  should  be 
taken  to  secure  a  medical  opinion. 

The  child  born  deaf  or  acquiring  loss 
in  early  infancy  poses  problems  almost 
insurmountable.  To  begin  with,  the 
medical  profession  had  little  or  no  in¬ 
strumentation  until  most  recently  to  re¬ 
liably  estimate  whether  loss  in  these 
early  months  was  present  or  not.  1  he 
diagnosis  had  to  be  deferred  until  the 
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child  could  visibly  respond  to  sound 
stimuli,  and  those  intervening  early 
\ears  are  most  important  to  the  rein¬ 
forcement  of  speech  comprehension.  A 
refinement  or  modification  of  a  physio¬ 
logical  technic  called  CSR  (galvanic- 
skin  reflex)  made  it  possible  for  the 
otologist  to  add  a  relatively  “objective” 
test  to  his  clinical  armentarioum.  By 
involuntarily  conditioning  an  infant  to 
respond  to  pure  tones  it  is  now  possible 
to  get  some  measure  of  hearing  acuity 
within  the  first  year  of  life.  Such  early 
diagnosis  makes  it  possible  to  plan  effi¬ 
cient  programs  of  habilitation  for  the 
child  and  the  parent. 

It  must  be  obvious  to  the  reader  by 
now  that  detection  and  diagnosis  of 
hearing  loss  and  deafness  is  basically  a 
medical  responsibility;  specifically  that 
branch  of  medicine  referred  to  as  otol¬ 
ogy,  or  the  practice  and  treatment  of 
diseases  of  the  auditory  system  and  re¬ 
lated  organ  systems. 

More  recently,  a  new  field,  audiology, 
an  encompassing  discipline  concerned 
with  the  total  study  of  hearing  and 
deafness,  has  expanded  the  understand¬ 
ing  of  the  hearing  process.  Audiologists 
may  be  otologists,  but  are  more  often 
|>eople  trained  in  clinical  audiometry, 
psychology  of  hearing  and  deafness,  ex- 
perimental  methodology,  and  the  non¬ 
medical  rehabilitation  of  tbe  deaf  and 
the  hard-of-hearing.  Leading  medical 
centers  throughout  the  country  now  em¬ 
ploy  audiologists  to  work  with  the  medi¬ 
cal  otologists,  thus  providing  a  truly  in¬ 
terdisciplinary  approach  to  problems  of 
hearing  impairment. 

Perhaps  a  word  of  warning  regarding 
selection  of  hearing  aids  should  be  in¬ 
serted  at  this  point  in  the  discussion. 

The  buying  public  apparently  bas  an 
idea  that  surely  with  so  many  hearing 
aids  on  the  market  it  just  becomes  a 


matter  of  bargaining  to  secure  an  aid 
and  there  is,  after  all,  only  otie  kind  of 
hearing  loss.  Nothing  could  be  farther 
from  the  truth.  Children,  especially, 
must  be  examined  by  tbe  otologist  prior 
to  the  purcha.se  of  an  aid.  The  otologist 
may  find,  as  is  often  the  case,  that  a 
relatively  minor  surgical  procedure  or 
medical  treatment  will  suffice  to  restore 
practical  hearing.  Many  hearing  aid 
manufacturers  not  only  support  this 
practice,  but  instruct  their  sales  divi¬ 
sions  to  enforce  it.  It  must  also  be  re¬ 
membered  that  the  placement  of  the 
hearing  aid  on  the  child  does  not  guar¬ 
antee  good  hearing;  but  is  only  an  early 
step  toward  tbe  acquisition  of  good  hear¬ 
ing  habits.  Better  hearing  must  be 
learned  under  the  guidance  of  qualified 
s|x-cial  teachers. 

The  “big  job”  however,  is  the  one  ac¬ 
complished  by  specialized  teachers  in 
the  schools.  Upon  their  shoulders  fall 
the  great  day-to-day  responsibilities. 
They  are  the  ones  who  must  exhibit  the 
patience  and  understanding  so  impor¬ 
tant  to  work  with  the  “exceptional” 
child.  Too,  they  must  be  available  for 
consultation  with  classroom  teachers  and 
parents.  Their  educational  background 
mu.st  not  only  include  an  understanding 
of  educational  goals  and  policies,  but 
also  of  the  utmost  importance,  a  special¬ 
ized  curriculum,  including  basic  study 
of  speech  and  audiology,  child  growth 
and  development,  psychology  of  hearing 
loss  and  deafness  and  specialized  meth¬ 
odologies  in  lip-reading,  auditory  train¬ 
ing,  and  language.  They  must  be  aware 
of  the  possibility  that  the  auditory  sense 
may  not  be  the  only  impairment  and 
that  other  sensory  and  motor  areas  of 
the  nervous  system  may  be  affected.  For 
example,  both  cleft  palate  and  a  form  of 
cerebral  palsy,  athetosis,  exbibit  signi¬ 
ficant  lacks  in  auditory  acuity.  This 
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places  tremendous  demands  on  the 
teacher  in  terms  of  specialized  training 
— not  often  commensurate  with  (eco¬ 
nomic)  remuneration. 

In  summary,  “Johnny  Can  Hear”  if 
his  parents  and  teachers  will  help  him. 
I'hey  can  help  by  being  sure  that  only 
the  best  medical  and  educational  facil¬ 
ities  are  available  to  him.  They  can  help 
by  trying  to  understand  the  isolation 


which  may  separate  him  from  the  hear¬ 
ing  world.  They  can  help  by  supporting 
organizations  whose  aim  is  in  turn,  to 
help  the  public  understand  problems 
of  hearing  loss  and  deafness.  They  can 
help  by  trying  to  understand  their  own 
behavior  toward  these  children.  W'ith 
self-understanding  comes  enlighten¬ 
ment;  with  enlightenment  comes  pro¬ 
gress.  Johnny  Can  Hear. 
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Historical  Perspectives  ’ 

i\.PHAsiA  is  a  defect  in  the  power  to 
communicate  through  spoken  or  written 
language,  due  to  injury  of  the  brain. 
“Cerebrovascular  accident,”  commonly 
knciwn  as  "brain  shock,”  is  its  most  com¬ 
mon  cause.  Other  common  causes  are 
accidental  head  injuries,  and  head  in¬ 
juries  incurred  in  war. 

Increasing  age  is  a  most  important 
predisposing  factor  to  “brain  shock.” 
W  hen  we  consider  the  ever-increasing 
average  age  of  our  population  we  be¬ 
come  rudely  awakened  to  the  high  fre- 
(juency  of  “cerebrovascular  accident” 
with  aphasia  as  its  frequent  residual  dis¬ 
ability.  Head  injuries  due  to  traffic 
accidents  and  war  injuries  are  another 
scourge  of  our  times.  Here  too,  aphasia 
is  a  frequent  resultant.  Patently,  the 
problem  of  aphasia  is  enormous!  It 
ix)ses  problems  not  only  for  education 
and  psychology,  but  for  government 
and  for  society. 

The  treatment  of  aphasic  language 
disturbance  due  to  brain  damage  must 
be  accomplished  at  three  levels  concur¬ 
rently.  The  first  is  the  somatic  or  medi¬ 
cal  level,  within  the  province  of  the 
physician.  The  second  is  the  level  of 
language  reeducation  and  instruction. 
The  third  is  the  level  of  social  and  psy¬ 
chological  treatment.  Too  often  omit¬ 
ted,  it  has  direct  bearing  upon  language 


reeducation  and  complete  rehabilitation 
in  aphasia.  This  third  level  must  be 
coupled  to  the  language  reeducation, 
with  a  firm  linkage. 

Group  reeducation  procedures  in 
aphasia  are  not  new,  but  the  group  ap- 
jiroach  as  social  and  phychological  ther¬ 
apy  for  aphasic  patients  is  of  recent 
origin.  Backus  and  Dunn  (4)  noted  the 
importance  of  social  experiences  for  the 
patient  with  language  disorder.  Super- 
\ised  scK'ial  experiences  enable  him  to 
relearn  the  social  techniques  of  com¬ 
munication.  These  experiences  help  him 
to  overcome  adverse  inner  psvchological 
attitudes  which  retard  his  progress  in 
speech.  Backus  (2,  3)  emphasized  the 
importance  of  the  psychological  climate 
in  the  classroom  if  good  progress  is  to 
be  made  in  speech  reeducation.  There 
is  much  need  for  activities  which 
strengthen  group  cohesion.  Such  cohe¬ 
sion  leads  to  better  morale  of  the  indi¬ 
vidual  patients  in  the  group. 

The  remedial  educational  method  for 
aphasia  should  be  a  total  one  and  not 
merely  a  routine  mechanistic  reeduca¬ 
tion.  The  individual  patient’s  social  defi- 
nation  of  his  life  situation;  his  frustra¬ 
tions  and  his  motivation;  his  past  and 
present  course  of  life:  all  must  be  evalu¬ 
ated,  and  integrated  into  the  total  re¬ 
medial  program.  The  aphasic  person’s 
need  to  speak  is  most  powerfully  moti¬ 
vated  within  the  group  situation.  The 
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interjx'rsonal  pressures  and  demands  of 
the  ^roup  may  therefore  facilitate  his 
s(K'ial  and  language  recovery.  Nielsen 
(8)  described  a  comprehensive  model 
treatment  program  which  included  men¬ 
tal  hygiene  and  phychological  condition¬ 
ing.  Within  this  milieu  the  language 
reeducation  attained  high  success.  Simi¬ 
lar  treatment  programs  have  been  con¬ 
ducted  by  the  United  States  Army  (7, 
9,  10).  W'epman  (11)  showed  the  im¬ 
portance  of  full  social  and  psychological 
therapy  for  the  aphasic  patient.  Black¬ 
man  and  Tureen  (5,  6)  found  that 
group  psychotherapeutic  discussions 
acted  to  reduce  permanent  invalidism 
of  hospital  patients  with  aphasia. 

/\  Demonstration  Project 

l  anguage  reeducation  for  the  aphasic 
is  best  begun  as  soon  as  medically  feas¬ 
ible.  I  his  means  that  the  course  of  re¬ 
medial  education  is' initiated  while  the 
patient  is  still  hospitalized.  It  is  con¬ 
tinued  through  that  period  and  on  into 
later  phases  of  recovery. 

Over  a  trial  jxriod  of  some  four  years, 
we  have  conducted  a  demonstration  pro¬ 
ject  with  aphasics  in  a  general  medical 
hospital.  W  e  have  found  that  the  eom- 
hined  effort  of  educational  speech  in¬ 
structor  and  clinical  psychologist  work¬ 
ing  together  does  constitute  a  highly 
effective  medium.’  The  educational 
speech  therapist  provides  individual 
speech  instruction  to  the  aphasic  pa¬ 
tients.  The  clinical  psychologist  and  the 
educational  speech  therapist,  acting  as 
co-leaders,  conduct  weekly  group  meet¬ 
ings  with  those  same  aphasic  patients. 
The  mechanics  of  speech  retraining  are 


deemphasi/ed  in  the  group  program, 
for  the  patients  are  already  receiving  in¬ 
dividual  speech  instruction.  The  pri¬ 
mary  orientation  is  toward  the  patients 
as  persons  who  experience  emotional 
difficulties  in  adjusting  to  their  environ¬ 
ment — -emotional  difficulties  assixiated 
with  the  presence  of  a  severe  speech 
disorder,  fhe  optimal  group  size  is  ten 
members  at  any  one  time. 

I  reatnient  Si et hods 

I'.arly  in  their  group  program,  pa¬ 
tients  may  show  overt  signs  of  frustra¬ 
tion  when  they  attempt  to  speak  in  the 
group.  They  employ  several  defensive 
maneuvers  on  this  account.  Most  com¬ 
monly  the\  try  to  withdraw  from  this 
situation  which  makes  demands  upon 
speech.  Increasingly  they  rely  upon 
nonverbal  techniques  to  make  known 
their  desires.  Tfforts  to  develop  a  group 
therapeutic  program  therefore  meet 
with  considerable  initial  resistance. 
I  lence,  (»ne  must  introduce  a  variety  of 
activities  designed  to  attain  a  sympa¬ 
thetic  bond  and  strengthen  it  among  the 
patients.  These  activities  constitute  a 
continuum  from  the  non-verbal  at  one 
pole  (e.g.,  rhytbm  group)  to  tbe  fully 
\erbal  at  tbe  other  (e.g.,  group-centered 
discussion).  Interest  is  seldom  sustained 
in  any  single  activity.  Activities  and 
techniques  must  therefore  be  shifted 
from  time  to  time  in  order  to  maintain 
the  group’s  interest  and  cohesion.  These 
techniques  are  described  below  in  se¬ 
quence  from  tbe  least  verbal  to  tbe  most 
verbal. 

A.  Mnsie  rhythm  group:*  Music  is  a 
universal  language  in  that  all  people  can 


1.  This  project  has  been  reported  in  detail  elsewhere  (1).  By  kind  permission  of  the 
Editor  of  the  American  Speech  and  Hearing  Assexiation,  some  portions  are  reproduced  in 
the  context  of  the  present  article.  Dr.  M.  Aronson  and  Mrs.  J.  Cook  are  thanked  for  their 
unstinting  efforts  in  behalf  of  that  project  and  its  report. 

2.  Rhythm  group  facilities  and  music  materials  are  provided  through  the  courtesy  of 
the  Musicians  Emergency  Fund,  Ine..  New  York.  Special  acknowledgement  is  made  to  Miss 
Gladys  Douglas-Langmore,  Director  Hospital  Program,  and  Mr.  Wallace  Kotter,  Director  of 
Special  Projects. 
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respond  to  it  on  some  level,  even  if  that 
level  be  but  primitive  rhythmic  motor 
beating.  The  use  of  rhythm  instruments 
by  the  patients,  played  to  the  accom¬ 
paniment  of  well-known  marches,  walt/.- 
es,  and  popular  songs  is  quite  helpful 
during  the  initial  phase  of  this  program 
to  attain  a  feeling  of  group  unity.  So 
reluctant  are  patients  to  talk,  that  the 
simple  matter  of  introductions  is  a  diffi¬ 
cult  task  for  the  group.  Rhythm  band 
activity  serves  several  purposes:  (1)  It 
is  a  group  activity;  each  patient  there¬ 
fore  has  the  opportunity  to  work  with 
others;  (2)  it  is  a  vehicle  whereby  the 
individual  patient  releases  pent-up  feel¬ 
ings  through  motor  action;  and  (3)  it 
emphasizes  rhythm,  an  essential  aspect 
of  speech. 

B.  Group  sitigifig  has  the  same  ra¬ 
tionale  as  rhythmn  group,  with  the  fur¬ 
ther  advantage  that  it  employs  speech 
and  voice.  All  participate,  even  when 
this  means  but  to  hum  along  with  the 
group.  Old  familiar  tunes  occasion  the 
least  difficulty  for  aphasics. 

C.  Story  time  is  introduced  after  the 
patients  have  become  comfortable  in  the 
verbal  situation.  Stories  by  well-known 
writers  such  as  O.  Henry  are  read  to 
them.  Discussions  of  the  meaning  al¬ 
ways  ensue.  One  short  mystery  by  S.  S. 
\'an  Dine  is  particularly  successful.  Aft¬ 
er  hearing  the  story  and  all  essential 
clues,  the  group  becomes  quite  active  in 
its  analysis  of  the  tale  and  in  its  at¬ 
tempt  to  ascertain  the  villain. 

D.  Speech  games  help  the  patients 
to  utilize  their  verbal  abilities  and  per¬ 
mit  us  to  observe  their  reasoning  power. 
A  form  of  “Lotto”  permits  direct  focus 
upon  vocabulary.  The  interpretation  of 
proverbs  helps  us  to  estimate  the  abstrac¬ 
tive  ability  of  the  various  members. 
Speech  games  may  yield  clues  to  per¬ 


sonality  structure,  and  often  give  rise 
to  emotionally  charged  discussions. 

E.  Puppets  provide  opportunity  for 
creative  fantasy  and  drama.  Puppet 
characters  of  different  “roles”  are  used 
and  informal  participation  is  encour¬ 
aged.  W’e  have  the  “hero,”  “heroine,” 
“villain,”  "father,”  “mother,”  and  so 
forth. 

F.  Tape  recordings  are  used  both 
diagnostically  and  therapeutically.  They 
permit  the  patient  to  evaluate  progres¬ 
sive  changes  in  his  speech.  The  record¬ 
ing  and  hearing  of  one’s  own  speech  is 
always  a  new  experience.  Each  patient 
approaches  the  recorder  with  some  ap¬ 
prehension,  and  occasionally  the  re¬ 
cording  session  may  constitute  a  threat¬ 
ening  experience.  This  does  not  consti¬ 
tute  reason  for  omitting  the  use  of  this 
equipment.  Reactions  to  playback  vary. 
Two  patients  have  become  depressed 
and  tearful;  several  have  been  heartened 
because  their  speech  is  not  so  bad  as 
they  had  suspected.  Each  person  is  re¬ 
corded  individually,  but  in  the  presence 
of  the  whole  group.  The  group  is  al¬ 
ways  attentive  to  the  procedure,  which 
elicits  much  interested  discussion. 
Words  of  encouragement  and  praise  are 
given  sincerely  and  spontaneously  by 
the  members  of  the  group.  This  leads  to 
sympathetic  understanding  among  the 
members. 

G.  Group-centered  discussions  occur 
with  increasing  frequency  as  self-confi¬ 
dence  grows  and  as  the  sympathetic 
bond  strengthens  between  group  mem¬ 
bers.  A  variety  of  feelings  are  explored, 
including  attitudes  toward  each  other, 
toward  group  leaders,  and  toward  the 
hospital  personnel  and  routine.  The  ill¬ 
ness  is  discussed  in  terms  of  its  implica- 
cations  for  economic  and  /or  social  de¬ 
pendence  upon  others.  The  patients 
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evaluate  their  physical  limitations  and 
their  prohleins  of  interpersonal  relation¬ 
ships.  Gradually  they  perceive  theni- 
sehes  against  the  background  of  family 
and  society.  There  is  movement  away 
from  iixation  upon  speech  per  se,  to  a 
consideration  of  self  as  a  person  con¬ 
fronted  with  the  problem  of  adjusting  to 
everyday  living. 

llefreshments  are  served  at  all  meet¬ 
ings  and  successfully  enhance  the  in¬ 
formal  social  atmosphere.  /Ml  the  above 
methods  are  presented  in  varied  se- 
c|uence,  according  to  the  developing 
needs  of  the  patients.  Non-verbal  tech¬ 
niques  are  emphasized  initially.  These 
blend  slowly  into  the  verbal  methods  of 
later  meetings.  Considerable  variety  is 
necessarily  employed  to  maintain  the 
group  at  a  reasonably  bigb  pitch  of 
stimulation  and  interest.  Complete  re¬ 
liance  upon  group  discussions  alone  is 
not  feasible.  Occasionally  the  group  car¬ 
ries  on  spontaneously  for  several  ses¬ 
sions,  but  retrogression  invariably  sets 
in.  When  this  occurs  it  is  essential  to 
introduce  a  planned  activity  to  help  the 
group  reestablish  integration  and  unity. 
Hence,  this  pool  of  varied  techniques  is 
always  held  available  and  employed 
with  flexibility  in  order  to  maintain 
maximum  motivation. 

/lesw/ts 

W  hat  are  the  results  of  this  joint  psy¬ 
chological  approach  by  speech  educator 
and  clinical  psychologist? 

The  aphasic  patients’  reactions  in 
this  project  have  been  measured  by  a 
variety  of  methods.  Individual  question¬ 
naires  and  intensive  interviews  have 
been  administered  by  the  psychologist  to 
all  participating  patients.  Complete 
records  have  been  kept  of  group  inter¬ 
actions  and  group  dynamics.  Hospital 
and  rehabilitation  personnel  working 
with  these  patients  have  been  inter¬ 


viewed.  The  psychologist  and  education¬ 
al  speech  instructor  hold  periodic  joint 
staff  conferences  where  qualitative  ob¬ 
servations  and  evaluations  are  coordi¬ 
nated. 

All  findings  distinctly  indicate  a  fa¬ 
vorable  response  to  the  program.  The 
patients  express  strong  desire  to  con¬ 
tinue  it.  There  had  been  some  early  in¬ 
itial  resistance  but  this  had  (|uickly  dis¬ 
appeared. 

The  ability  to  accept  the  self,  and  to 
laugh  with  others,  has  been  a  most  im¬ 
portant  achievement  of  this  group  ap¬ 
proach.  Rigidity,  tension,  and  self-pity 
are  diminished  in  the  laughter  of  a 
group  drawn  together  by  a  common 
bond.  The  gradually  developing  group 
cohesion  is  accompanied  by  a  change  in 
group  attitude  from  distrust  of  group 
psychotherapy  to  a  feeling  of  welcome 
relief  at  the  weekly  opportunity  for  self 
expression  and  exchange  of  personal 
problems. 

The  majority  of  hospital  personnel 
treating  these  patients  express  a  distinct¬ 
ly  favorable  attitude  toward  the  group 
program.  There  has  been  unanimous 
recommemlation  that  the  program  be 
continued.  There  is  general  agreement 
that  the  program  yields  numerous  bene¬ 
ficial  effects,  that  it  increases  aphasic 
patients  motivation  for  speech,  and  that 
it  helps  prevent  further  deterioration  in 
speech  and  in  interpersonal  relation¬ 
ships  for  these  patients. 

General  Observations 

The  aphasic  patients’  identification 
with  the  treatment  group  is  achieved 
hut  slowly.  In  addition  to  the  usual  ad¬ 
justments  necessary  for  adequate  group 
relationships,  the  aphasic  patient  is  han¬ 
dicapped  in  his  ability  for  communica¬ 
tion.  This  constitutes  a  formidable  bar¬ 
rier  to  interaction.  However,  when  the 
patient  discovers  that  all  present  have 
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speech  difficulty  he  shows  greater  evi¬ 
dence  of  striving  toward  group  identifi¬ 
cation.  Should  he  be  totally  inattentive 
throughout  several  meetings,  then  we 
must  suspect  general  progressive  deteri¬ 
oration.  This  is  a  definite  indication  for 
discontinuance  from  the  group. 

Since  group  therapy  helps  to  reduce 
anxiety  in  aphasic  patients,  it  assumes 
practical  importance  from  the  stand- 
lioint  of  speech  retraining.  With  the 
concomitant  aid  of  group  psychotherapy, 
more  time  in  individual  speech  sessions 
may  be  given  to  instruction  and  less  to 
support  of  the  patient’s  ego. 

Periods  in  group  therapy  where  the 
tape  recorder  is  employed,  are  produc¬ 
tive  in  two  ways.  First,  members  of  the 
group  give  encouragement  to  inexpres¬ 
sive  patients  b\  praising  them  for  their 
efforts.  This  leads  to  more  persistent 
striving  by  the  patient  during  his  indi- 
\idual  speech.  Secondly,  it  increases  his 
ability  for  self-criticism.  This  is  im¬ 
portant  for  the  patient  who  does  not 
“hear”  his  own  defective  speech. 

The  speech  instructor  has  noted  a 
carry-over  from  individual  lessons  to 
group  sessions.  The  instructor  ordinari¬ 
ly  has  few  avenues  to  ascertain  how  well 
the  speech  reeducation  is  being  carried 
through  to  group  situations.  Group  ther¬ 
apy  provides  a  social  speech  situation 
where  the  speech  instructor  observes  his 
patients’  ability  to  translate  into  actual 
communication  the  skills  he  has  been 
learning. 

Tbe  very  idea  of  damage  to  the  brain 
is  a  fearful  one.  The  aphasic,  naturally 
threatened  by  this,  often  ascribes  his 
condition  to  other  less  anxiety-provoking 
causes.  He  may  attribute  his  communi¬ 
cation  difficulties  to  “bad  teeth,”  or  “bad 
bearing,”  and  so  on.  Nevertheless,  he 
can  be  brought  to  a  realistic  explana¬ 
tion  of  his  defect.  It  must  be  a  simple 


explanation,  carefully  phrased,  and  giv¬ 
en  in  an  atmosphere  of  support  and  re¬ 
assurance. 

Aphasic  patients  are  and  must  be 
carefully  prepared  for  changes  or  inno¬ 
vations  in  their  group  program.  They 
are  informed  of  the  reasons  for  a  new 
activity.  The  group  leader’s  attitude  is 
most  significant  here.  Only  as  he  takes 
the  new  venture  seriously  does  the  pa¬ 
tient  also  view  it  so. 

Homogeneous  groupings  are  made 
when  feasible.  The  grouping  together 
of  patients  with  the  same  degree  of 
communication  impairment  leads  to 
faster  group  progress  than  does  a  heter¬ 
ogeneous  group  which  includes  both 
mild  and  severe  degrees  of  impairment. 

N’oluntecr  non-professional  assistants 
can  make  a  fine  contribution  in  a  variety 
of  ways.  They  provide  and  serve  re¬ 
freshments.  They  contribute  to  specific 
programs  by  leading  group  singing  and 
playing  the  piano  for  rhythm  band  ses¬ 
sions.  Their  very  presence  lends  a  sym¬ 
pathetic,  informal  atmosphere  to  the 
meeting.  This  is  important  to  all  pa¬ 
tients  and  especially  to  those  who  have 
few  contacts  beyond  the  walls  of  the 
institutional  environment. 

In  this  report  we  have  stated  the  im¬ 
portance  of  a  combined  approach  to 
the  treatment  of  aphasia.  The  educator 
and  the  clinical  psychologist  must  work 
handrin-hand.  Psychological  attitudes 
and  problems  of  motivation  are  intimate¬ 
ly  related  to  progress  in  the  reeducative 
process.  We  have  not  even  attempted  to 
outline  tbe  important  role  of  psychologi¬ 
cal  testing  and  psychometric  assessment 
in  the  comprehensive  remediation  of 
the  aphasic  patient.  This  lies  beyond  the 
scope  of  the  present  article,  and  de¬ 
serves  a  complete  discussion  in  its  own 
right. 
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Language  Disturbances 

In  Cerebral  Palsy 

WINTHHOP  M.  PHELPS 
3038  St.  Paul  Street,  Baltimore  18,  Maryland 


A  pals\  can  be  defined  as  disturb¬ 
ance  of  control  of  tbe  muscles  of  neuro¬ 
logical  origin.  Palsies  may  be  of  peri¬ 
pheral,  spinal  cord  or  intra-cranial 
origin.  The  intra-cranial  or  cerebral 
palsies  are  differentiated  from  the  cord 
or  peripheral  palsies  because  of  the  com¬ 
plexity  of  conditions  of  brain  origin.  In 
peripheral  and  cord  palsies,  there  is,  of 
course,  a  crippling  condition  of  an  arm 
or  leg  such  as  in  jwliomyelitis,  which  is 
a  cord  palsy,  and  in  cerebral  palsy,  there 
is  also  a  crippling  condition,  but  also  a 
multitude  of  other  problems  as  a  result 
of  disturbance  in  function  of  the  crani¬ 
al  nerves.  Disturbances  of  speech  and 
language  are  one  of  the  most  frequent 
parts  of  the  picture. 

The  speech  mechanism,  being  almost 
entirely  controlled  by  the  nerves  of 
cranial  origin,  is  affected  in  36%  of 
the  spastics,  67%  of  the  athetoids,  and 
56%  of  the  others  in  cerebral  palsy. 
The  problem  is  to  determine  whether 
the  absence  or  defect  in  the  speech  is  a 
part  of  the  cerebral  palsy  or  an  inde¬ 
pendent  unassociated  difficulty.  In  or¬ 
der  to  decide,  it  is  necessar)-  to  know 
the  varieties  of  speech  difficulties  found 
in  cerebral  palsy. 

Mechanical  Difficulties  with 
Control  of  the  Muscles 

The  definition  that  cerebral  palsy 
causes  difficulties  with  control  of  the 
muscles  of  intra-cranial  nervous  system 


origin,  indicates  that  speech  may  be  in- 
\'olved  in  all  of  the  types  of  cerebral 
palsy. 

In  spasticity,  the  problem  is  that  of 
increased  stretch  reflex.  Thus,  when  a 
muscle  is  contracted,  its  antagonist  is 
stretched  and  this  stretching  causes  con¬ 
traction  of  the  antagonist,  blocking  the 
motion  of  the  original  muscle  voluntarily 
contracted.  The  musculature  involved 
in  the  total  mechanics  of  speech  in¬ 
cludes  the  muscles  of  breathing,  abdom¬ 
inals,  diaphragm  and  intercostals;  the 
laryngeal  muscles,  the  epiglottis,  tongue, 
jaws  and  lips,  and  any  or  all  of  these 
may  be  affected  by  the  spasticity  and 
show  increased  stretch  reflex.  Involve¬ 
ment  of  the  intercostals  results  in  more 
or  less  immobility  of  the  thorax  and 
hence  attempts  at  over-action  of  the 
abdominal-diaphragmatic  air  exchange. 
On  the  other  hand,  involvement  of  the 
abdominal-diaphragmatic  groups,  results 
in  “reversed  breathing”  in  which  the  dia¬ 
phragm  is  pulled  down  simultaneously 
with  contraction  of  the  abdominals. 
This  results  in  very  little  air  exchange 
and  the  breathing  becomes  intercostal 
and  speech  is  forced  and  strained.  Re¬ 
versed  breathing  may  be  the  result  of 
other  causes  and  is  seen  in  some  stut¬ 
terers  not  having  cerebral  palsy. 

Very  occasionally  spasticity  of  the 
larynx  has  been  seen.  Closure  of  the 
laiy'nx  causes  a  rise  in  pitch  of  sound 
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iind  in  these  rare  cases,  each  word  at¬ 
tempted  begins  at  normal  pitch  but  is 
finished  in  a  very  high  pitched  squeak. 

Involvement  of  the  epiglottis  is  often 
observed.  In  this  situation,  the  slowness 
of  response  of  the  muscles  of  closure 
results  in  a  nasality  resembling  closely 
the  type  of  speech  heard  in  clef  palate. 
Involvement  of  the  tongue  tip  and  lips 
prevents  the  use  of  many  of  the  con¬ 
sonants  so  that  in  severe  instances  of 
this  type,  '.he  speech  consists  of  vowels 
only  with  use  of  the  “k”  sound  for  all 
consonants. 

The  athetoid  type  of  cerebral  palsy 
is  characterized  by  the  presence  of  in¬ 
voluntary  motions  of  various  types. 
These  motions  can  affect  the  various 
parts  of  the  speech  mechanism  as  well 
as  the  arms  and  legs.  W  hen  the  in¬ 
volvement  is  in  the  muscles  of  breath¬ 
ing,  the  speech  is  irregular  in  volume 
and  often  strident  when  the  subject  at¬ 
tempts  to  control  the  flow  of  air  with 
tension.  Frequently  there  are  involun¬ 
tary  motions  of  the  tongue  and  lips, 
which  interfere  sufficiently  with  phona- 
tion  as  to  make  the  speech  unintelligible 
at  times.  Many  of  these  patients  can 
speak  almost  perfectly  when  at  rest  and 
among  members  of  their  families,  but 
cannot  make  themselves  understood  in 
strange  or  unusual  situations.  The  train¬ 
ing  of  these  in  relaxation  alone  often 
improves  the  speech  immeasurably. 

The  ataxic  type  of  cerebral  palsy 
shows  loss  of  directional  control  on  at¬ 
tempted  motion  but  no  involuntary  mo¬ 
tion.  In  attempting  to  reach  for  an  ob¬ 
ject,  tbe  motions  arc  inaccurate  and  fine 
skilled  motions  such  as  writing  are 
difficult.  Here  tbe  eyes  help  a  lot  by 
steering  the  arm  to  the  object.  Wffien 
the  tongue  is  ataxic,  directional  control 
within  the  mouth  is  difficult  and  the 
speech  is  characteristically  slurring  or 
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drawling  in  type.  In  this  connection,  it 
is  interesting  to  find  that  some  languages 
such  at  Italian  or  Spanish  are  much 
more  normally  spoken  than  German  or 
I’nglish  in  some  of  these  children. 
However,  the  speech  is  slow  in  any  lan¬ 
guage.  One  child  from  New  England 
spoke  with  an  accent  that  suggested 
Alabama,  although  he  or  his  family  had 
never  been  there! 

Tbe  remaining  type  of  cerebral  palsy 
is  that  characterized  by  rigidity  and  in 
this  type  all  motions  are  very  slow,  but 
accurate.  Frequently  there  is  a  time  lag 
in  response  to  a  command.  This  lag  may 
be  from  10  to  30  seconds  and  applies  to 
speech  as  well  as  the  arms  and  legs.  If 
this  time  lag  is  not  taken  into  considera¬ 
tion,  serious  errors  can  be  made  in  in¬ 
telligence  evaluation.  If  one  says  to  a 
child  “say  dog”  and  no  response  is  forth¬ 
coming  immediately,  and  one  says  “well 
then,  say  cat,”  the  child  is  utterly  con¬ 
fused,  but  if  one  waits  sufficiently  long 
before  giving  another  command,  the 
child  will  eventually  say  “dog.”  In  the 
arms,  the  same  would  hold  true.  The 
command  “pick  up  that  pencil”  might 
take  20  to  30  seconds  before  the  arm 
began  to  move.  Often  it  is  possible,  in 
a  given  child,  to  determine  his  specific 
time  lag  in  response  since  it  seems  to 
be  the  same  in  all  fields. 

Thus,  in  the  different  types  of  cere¬ 
bral  palsy,  there  are  specific  mechanical 
difficulties  more  or  less  characteristic  of 
the  types. 

Speech  Difficulties  Associated 
With  Hearing  Loss 

Some  degree  of  hearing  loss  is  found 
in  approximately  15%  of  the  athetoid 
type  of  cerebral  palsy,  and  to  a  lesser 
extent,  of  others.  In  the  athetoid,  in 
which  the  condition  is  the  result  of 
Hh  incompatibility,  the  loss  is  of  the 
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high  pitch  sounds,  with  fairly  good 
hearing  in  the  middle  and  lower  regis¬ 
ters  so  that  hearing  of  noise  is  not  im¬ 
paired,  hut  the  ability  to  understand 
speech  is  limited.  Many  parents,  when 
([uestioned,  will  state  that  the  child's 
hearing  is  very  keen — that  they  cannot 
sneak  into  the  house  at  night  without 
the  child  hearing  them,  or  that  the 
child  can  spot  an  airplane  approaching 
before  they  are  aware  of  it.  Of  course, 
the  explanation  is  that  coming  into  the 
house,  they  make  assorted  noises  with¬ 
out  pitch,  and  that  in  the  case  of  the 
airplane,  the  sound  of  the  engines  is 
low  pitched.  These  children  become  au¬ 
tomatic  lip  readers  because,  unlike  tbe 
totally  deaf,  they  can  hear  the  voice, 
and  supplement  the  vowels,  which  thev 
hear,  with  watching  the  motions  of  the 
lips.  They  also  become  expert  with  pan- 
tomine. 

While  aphasoid  conditions  are  some¬ 
times  present,  often  the  child  repro¬ 
duces  what  he  hears  but  lacking  nanv 
of  the  sounds,  his  speech  is  unintelli¬ 
gible  to  his  listeners.  Many  of  these  chil¬ 
dren  learn  to  understand  the  distorted 
speech  they  hear,  as  though  it  were  an¬ 
other  language,  but  are  severely  frus¬ 
trated  when  what  they  say  is  not  under¬ 
stood  by  others. 

Variable  hearing  in  also  definitely 
found  in  these  patients.  In  one  girl,  fifty 
audiograms  were  made  under  reliable 
circumstances  and  she  was  found  to 
have  variations  from  normal  hearing 
one  day  to  almost  complete  loss  on  an¬ 
other.  Most  of  the  audiograms  were  in 
the  medium  range  of  high  pitch  loss. 
This  girl  was  very  fond  of  answering  the 
telephone,  but  on  some  days,  would  be 
sitting  close  to  it  and  not  hear  it  at  all. 
In  this  txpe  of  variable  loss,  the  speech 
is  usually  better  than  in  a  fixed  loss, 


since  on  some  days,  these  patients  hear 
speech  correctly. 

In  the  fixed  type  of  high  pitch  loss, 
the  use  of  a  hearing  aid  is  not  of  much 
value  in  hearing  because  tbe  patients 
have  learned  to  understand  the  distorted 
speech,  as  has  been  stated.  However,  a 
tuned  hearing  aid,  matching  the  audio- 
gram  will  give  the  patient  the  chance 
to  hear  undistorted  speech.  Such  a 
tuned  hearing  aid  introduces  many 
sounds  not  heard  before  and  is  only  con¬ 
fusing  for  listening.  Listening  through 
such  a  hearing  aid,  to  television  an  hour 
or  so  a  day,  helps  greatly  in  speech 
training. 

A  group  of  such  children  who  had 
tunable  aids  were  asked  to  tune  to  what 
they  thought  was  most  satisfactory'  in 
both  pitch  and  volume.  They  tuned  to 
low  pitch  with  very  little  volume  in¬ 
crease  because  that  tuning  was  what 
speech  sounded  like  to  them,  but  of 
course,  this  w'ould  not  help  at  all  in 
speech  training.  Thus,  the  constant  use 
of  a  hearing  aid  in  such  children  is 
only  confusing  except  when  speech 
training  is  in  progress.  Often  a  binaur¬ 
al  head  phone  type  of  amplifier  with 
good  pitch  control  is  most  satisfactory 
during  speech  training  sessions. 

Speech  Difficulties  ht  Relation 
To  Cerebral  Dominance 

In  the  cerebral  palsies  of  the  hemi¬ 
plegic  t\  pe,  present  since  birth  or  occur¬ 
ring  before  speech  is  developed,  the 
speech  is  delayed,  if  the  hemiplegia  is 
on  the  presumed  inherited  dominant 
side  (usually  right-handed).  Under 
these  circumstances,  the  child  has  to 
shift  his  cerebral  dominance  by  becom¬ 
ing,  for  example,  left-handed.  This  shift 
takes  time  so  that  one  expects  a  speech 
delay  of  a  year  or  so.  The  attainment  of 
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speech  under  these  circumstances  de¬ 
pends  on  the  ease  or  difficulty  of  com¬ 
pleting  the  shift  and  the  completeness 
of  the  shift. 

In  the  last  few  years,  many  complete 
hemispherectomies  have  been  performed 
for  intractable  epilepsy  in  hemiplegias 
without  any  effect  whatever  on  the 
speech.  These  operations  have  been 
carried  out  on  the  right  or  left  hemis¬ 
pheres  depending  on  the  affected  side, 
proving  that  speech  can  be  attained  in 
either  hemisphere.  Thus,  fixation  of 
dominance  to  the  normal  hand  should 
be  completed  as  early  as  possible,  and 
training  of  the  affected  arm  delayed  un¬ 
til  speech  has  been  well  attained.  A 
child  from  right-handed  stock  with  a 
left  hemiplegia  would  probably  not  have 
any  difficulty  with  speech  whatsoever. 
This  situation  parallels  the  findings  in 
strokes  resulting  in  hemiplegia  in  old 
people,  who  either  lose  speech  or  not, 
depending  on  where  the  side  on  which 
the  stroke  occurs  is  dominant  or  not. 
Loss  of  speech  in  such  a  situation  is,  of 
course,  called  aphasia,  but  whether  this 
term  is  applicable  to  children  who  have 
never  developed  speech  is  open  to  ar¬ 
gument.  It  is  probably  safer  to  use  the 
term  aphasoid  (aphasia-like)  since 
there  are  so  many  other  possibilities  for 
absence  of  speech  in  these  children. 

Speech  And  Language  In  Relation 
To  Mental  Development 

Many  surveys  have  been  made,  show¬ 
ing  that  approximately  40%  of  cere¬ 
bral  palsied  children  show  some  degree 
of  mental  defect  as  a  part  of  the  condi¬ 


tion.  In  many  of  these,  absence  of 
speech  or  speech  delay,  not  due  to  any 
of  the  factors  discussed  above,  must  be 
expected,  but  one  must  obviously  NOT 
jump  to  the  conclusion  that  mental  de¬ 
fect  is  the  main  cause  of  the  trouble. 
Often  inexperienced  teachers  will  de¬ 
mand  a  mental  evaluation  before  start¬ 
ing  speech  training,  but  this  should  not 
he  required  because  in  institutions  for 
the  feeble  minded,  there  are  many  chil¬ 
dren  with  very  low  I.Q.s  who  speak 
normally.  The  content  of  the  speech 
may  not  be  high,  but  function  of  the 
speech  mechanism  is  perfect.  It  is, 
therefore,  important  to  distinguish  be¬ 
tween  speech  training  from  the  mechan¬ 
ical  point  of  view  and  language  develop¬ 
ment,  since  in  the  cerebral  palsies,  there 
are  so  many  factors  which  have  been 
described  above,  which  could  be  mis¬ 
taken  for  delayed  language  develop¬ 
ment. 

Therefore,  in  order  to  determine  the 
potentialities  for  speech  and  language 
in  the  young  cerebral  palsied  child,  it  is 
necessary  for  the  speech  therapist  and 
educator  to  be  acquainted  with  the  vari¬ 
eties  of  cerebral  palsy  involvement,  and 
also  to  have  been  given  the  results  of 
the  examination  of  the  patient  and  the 
specific  type  and  degree  of  the  handicap 
in  the  speech  mechanism  in  the  indi¬ 
vidual  child.  Hearing  and  dominance 
difficulties  must  also  be  determined.  If 
teachers  can  be  made  aware  of  the  en¬ 
tire  problem,  then  methods  of  speech 
training  and  language  development  be¬ 
come  greatly  simplified. 
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INHERE  is  a  certain  amount  of  evi¬ 
dence  to  support  the  hypothesis  that 
aphasia  is  a  primary  language  deficit  up¬ 
on  which  specific  perceptual,  motor  or 
sensorimotor  deficit  may  or  may  not  be 
superimposed  (6,  8).  If  this  is  true  it 
would  follow  that  reading  and  writing 
would  be  impaired  to  the  extent  that 
they  reflected  the  overall  reduction  in 
the  amount  of  language  available  to  the 
jiaticnt,  in  the  first  place;  in  the  second 
place  these  skills  might  or  might  not  be 
further  impaired  by  other  concommit- 
ants  of  brain  damage. 

General  language  deficit 

In  the  purest  form  of  aphasia,  that 
is  aphasia  with  no  co-existing  perceptu¬ 
al  or  motor  disabilities  interfering  with 
linguistic  processes,  there  is  restriction 
of  vocabulary  and  defective  language 
formulation.  The  patient  may  mispro¬ 
nounce  words,  substitute  words  associ¬ 
ated  in  meaning  or  experience  with  the 
desired  word  (that  is,  he  may  say  chair 
for  table,  girl  for  boy,  red  for  green), 
or  he  may  become  confused  when  he 
tries  to  express  long  or  complex  ideas. 
In  general,  difficulty  increases  in  direct 
ratio  to  the  length  of  the  stimulus,  or 
the  length  of  the  response  which  is 
attempted  (4). 

This  general  reduction  in  the  amount 
of  available  language  cuts  across  lan¬ 
guage  modalities  at  all  levels. 


Suppose,  for  example,  the  examiner 
placed  pictures  of  the  following  objects 
before  the  patient:  hoy,  girl,  shirt,  tie, 
bed,  chair. 

Patients  with  extremely  severe  im¬ 
pairment  would  make  errors  pointing  to 
the  picture  named  by  the  examiner,  and 
would  probably  not  be  able  to  name  ob¬ 
jects  at  all.  Patients  less  severely  im¬ 
paired  would  point  correctly  but  make 
errors  naming,  most  probably  confusing 
boy  and  girl,  shirt  and  tie,  and  bed  and 
chair. 

If  the  reverse  side  of  each  picture 
contained  the  printed  word  and  the 
cards  were  turned  over  and  the  same 
tasks  presented,  the  same  kind  of  errors 
could  be  predicted  to  appear,  and  to 
appear  again  if  the  patient  were  asked 
to  write  the  same  words  to  dictation  or 
upon  presentation  of  the  picture. 

If  these  tasks  were  repeated  with  a 
large  number  of  aphasic  patients  it 
would  be  observed  that  in  general  pa¬ 
tients  had  more  trouble  naming  them 
than  pointing  to  pictures  named  by  tbe 
examiner,  more  trouble  reading  words 
than  naming  pictures,  and  more  diffi¬ 
culty  writing  than  reading.  However,  if 
with  recovery  or  training  the  patient 
gained  more  language  and  became  surer 
about  the  labels,  speech,  reading  and 
writing  would  tend  to  improve  simul¬ 
taneously  (4). 
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Three  observations  are  of  interest 
here.  The  first  is  that  these  patients 
must  be  considered  to  have  a  general 
language  deficit  which  appears  in  all 
language  modalities.  It  is  true  that  read¬ 
ing  and  writing  are  ilef’ective,  but  they 
are  defective  only  as  they  reflect  a  more 
general  disorder. 

1  he  second  relevant  finding  is  that  in 
general  the  most  fre(|uently-used  words 
will  he  the  best  retained  and  the  first  to 
return  in  all  language  modalities,  al¬ 
though  in  the  beginning  words  with 
the  strongest  associative  links  will  he 
most  easily  confused.  For  example,  only 
the  most  severe  aphasics  confuse  hoy 
and  chair;  many  on  the  other  hand  say 
boy  when  they  mean  girl,  or  write  knife 
when  they  mean  fork. 

The  third  fact  to  be  taken  into  ac¬ 
count  in  these  findings  is  that  they 
apply  to  adults  with  previously-acquired 
language  and  previously-acquired  read¬ 
ing  and  writing  skills.  In  relation  to 
young  children  they  can  only  be  con¬ 
sidered  to  underline  the  necessity  for 
careful  evaluation  of  reading  readiness 
in  terms  of  language  comprehension. 

Patients  who  rarely  have  difficulty 
recognizing  or  recalling  common  words 
usually  show  some  reduction  of  vocabu¬ 
lary  if  tested  on  less  frequently-used 
words.  This  is  found  in  all  modalities, 
as  may  be  demonstrated  bv  the  use  of 
tests  like  the  Ammons  Full-Hange  Pic¬ 
ture  Vocabulary  Test  (  1 ),  in  which  the 
patient  is  asked  to  point  to  the  picture 
which  best  illustrates  the  word  spoken 
by  the  examiner,  as  well  as  standarized 
oral  vocabulary,  reading  vocabulary  and 
spelling  tests  which  sample  wide  fre¬ 
quency  ranges.  Scores  on  all  such  tests 
increase  consistently  as  patients  pro¬ 
gress  towards  recovery. 

In  general,  errors  increase  not  only 
as  word  frequency  decreases,  but  also 


as  the  length  of  stimulus  or  length  of 
response  which  is  demanded  increases. 
For  example,  patients  who  make  no  er¬ 
rors  pointing  to  words  singly,  may  begin 
to  make  errors  when  objects  arc  named 
in  series  of  two  or  three.  Patients  who 
can  follow  short  directions  make 
errors  if  two  or  three  of  these  short 
directions  are  combined,  or  if  longer 
directions  are  given.  Patients  who  can 
repeat  sentences  of  five  or  six  words 
may  have  almost  no  success  when  sen¬ 
tences  of  eight  or  nine  worils  are  pre¬ 
sented.  Patients  who  can  write  sen¬ 
tences  of  four  or  five  words  to  dictation, 
may  break  down  when  sentences  of  sev¬ 
en  or  eight  words  are  dictated.  Patients 
who  can  reatl  a  short  paragraph  with 
comprehension  may  fail  altogether  on 
one  a  few  lines  longer,  if  not  permitted 
to  re-read.  Patients  who  name  objects 
readily  may  break  tiown  when  asked  to 
tiefine  a  simple  word,  explain  the  use  of 
a  familiar  object,  or  tell  how  two  things 
are  alike. 

Fhe  correlation  of  all  of  these  errors 
with  auditory  retention  span  (indicated 
by  digit  repetition  of  sentences  equated 
for  difficulty  but  progressive  in  length), 
and  also  the  decrease  of  errors  in  all 
modalities  as  retention  span  increases, 
seems  to  indicate  that  patients  do  not 
fail  tasks  such  as  similarities  and  defini¬ 
tions  because  they  are  more  abstract 
than  naming,  for  example,  but  rather 
because  they  demand  more  extensive 
vmabulary  than  is  available  and  longer 
units  of  language  than  can  be  handled 
at  a  given  time  time.  Reading  and 
writing  skills  tenil  to  lag  a  little  behind 
speech,  but  to  show  the  same  kinds  of 
errors  at  all  levels. 

One  more  observation  is  necessar\. 
The  name  of  a  letter  constitutes  a 
word.  Names  of  letters  like  names  of  ob¬ 
jects  may  be  elusive  in  aphasia.  With  a 
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general  language  deficit  of  even  moder¬ 
ate  severity  aphasic  patients  tend  to 
confuse  letters  with  names  that  sound 
alike  (such  as  BCDEGPTV,  AHJK, 
lY),  and  letters  closely  associated  in 
learning,  usually  through  alphabetical 
sequence.  Spelling  offers  still  another 
hazard.  In  long  words  the  sequence  of 
letters  or  even  syllables  may  exceed  ex¬ 
isting  retention  span,  and  spelling  level 
be  reduced  for  this  reason. 

Specific  visual  difficulties 

A  second  group  of  aphasic  patients 
is  found  who,  in  addition  to  the  diffi¬ 
culties  which  have  been  described,  have 
specific  problems  related  to  visual  per¬ 
ception.  This  is  on  a  cerebral  level,  and 
there  is  usually  no  loss  of  acuity.  Errors 
are  rarely  made  matching,  for  example. 
In  all  such  cases  studied  at  the  Minne¬ 
apolis  VA  Hospital  there  has  been  a 
visual  field  defect;  however,  all  patients 
with  visual  field  defects  do  not  show  the 
perceptual  disturbances  found  in  these 
patients  (7). 

These  are  dramatic  in  that  the  same 
kinds  of  errors  appear  day  after  day  in 
all  samples  of  the  patients’  writing,  and 
they  recur  in  patient  after  patient  in 
this  group.  With  a  mild  defect,  patients 
merely  tend  to  confuse  symbols  which 
look  alike,  both  in  reading  and  in  writ¬ 
ing,  indicating  that  the  disability  affects 
both  recognition  and  recall  of  visual 
forms.  Both  vertical  and  horizontal  re¬ 
versals  are  seen,  as  well  as  confusion  of 
letters  with  similar  visual  configurations, 
such  as  WM,  EF,  LJ,  ANHK,  PBR, 
pbdq,  hnur,  and  in  script  bf,  hk,  uw, 
gq  and  jy. 

In  more  severe  forms  no  letters  are 
recognized  or  recalled,  and  all  must  be 
relearned  with  great  difficulty.  The 
errors  cited  above  appear  in  early  learn¬ 
ing  stages. 


For  these  patients  there  is  little  or 
no  difficulty  associating  sound  and  visu¬ 
al  symbol,  and  reading  and  writing  tend 
to  return  to  former  qualitative  levels 
when  the  forms  are  relearned.  Rate 
tends  to  be  retarded,  and  minor  errors 
to  persist.  For  example,  the  patient 
might  be  able  to  read  history  and  biog¬ 
raphy  with  good  comprehension,  al¬ 
though  he  might  occasionally  misread  a 
word,  interpreting  master,  as  waster, 
or  drank  as  prank. 

Short  words  are  recognized  and  re¬ 
called  easier  than  long  words,  and  spell¬ 
ing  tends  to  be  phonetic.  There  is  spe¬ 
cial  cbfficulty  with  silent  letters  and 
double  letters,  and  oral  spelling  tends 
to  exceed  written  spelling.  The  reason 
for  this  is  readily  apparent.  The  patient 
may  spell  the  word  correctly,  then  write 
a  u  or  an  w  for  a  le,  or  a  q  for  a  g. 

If  perceptual  difficulties  are  more 
severe  the  patient  may  complain  of 
blurring  of  vision,  and  have  difficulty 
following  the  line  and  keeping  the  place 
on  the  page.  Words  in  any  position  in 
the  line  may  be  omitted  because  mo¬ 
mentarily  they  are  not  perceived.  Such 
patients  not  uncommonly  confabulate  to 
fill  in  the  gaps.  The  reason  for  this  is 
not  obvious.  It  may  be  that  the  task  is 
so  difficult  and  so  threatening  that  they 
habitually  guess  from  imperfectly  per¬ 
ceived  cues,  and  the  examiner  is  only 
aware  of  this  w'hen  errors  are  made. 
This  kind  of  performance  may  usually 
be  reduced  by  placing  a  white  card  be¬ 
low  the  line,  or  having  the  patient  fol¬ 
low  from  word  to  word  with  a  pencil. 

These  perceptual  disturbances  are 
sometimes  associated  with  spatial  dis¬ 
orientation.  When  this  is  present  pa¬ 
tients  have  difficulty  manipulating  ob¬ 
jects,  dressing,  locating  objects  and  find¬ 
ing  their  way  about.  In  adults  this  im¬ 
pairment  is  usually  resistive  to  training 
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and  is  seldom  reversible.  It  apparently 
results  from  reduction  of  sensory  as  well 
as  of  visual  cues.  For  example,  such  pa¬ 
tients  cannot  usually  be  taught  to  use 
a  cane  to  avoid  obstacles.  Characteris¬ 
tically  they  stop  when  an  obstacle  is 
encountered,  then  proceed  to  walk  di¬ 
rectly  into  it,  apparently  not  having 
received  information  permitting  them  to 
localize  it  correctly.  The  same  sort  of 
behavior  occurs  for  visual  cues.  For  ex¬ 
ample,  a  patient  has  been  observed  to 
recognize  his  wife  entering  the  ward, 
and  walk  in  exactly  the  opposite  direc¬ 
tion  to  meet  her.  Sometimes  patients 
with  this  kind  of  disability  learn  to  get 
along  well  in  a  setting  which  is  familiar 
and  circumscribed,  but  sometimes  even 
this  is  not  possible.  Reading  and  writing 
seldom  become  functional  for  them,  al¬ 
though  they  learn  to  spell  aloud  and 
recognize  letters  and  even  words  in  iso¬ 
lation. 

Sensorimotor  difficulties 

The  third  kind  of  reading  and  writing 
disability  found  in  adult  aphasics  is 
probably  the  most  severe  because  it  is 
part  of  an  extensive  language  deficit. 
It  is  found  in  patients  who  combine  a 
severe  defect  of  auditory  discrimination 
and  auditory  retention  span  with  a  sen¬ 
sorimotor  disability. 

In  such  cases  there  is  no  paralysis  or 
paresis  of  the  musculatures  involved  in 
speech,  but  the  patient  behaves  as 
though  he  did  not  know  where  his 
tongue  was  in  his  mouth,  for  example, 
or  how  to  move  it  in  a  desired  direction 
or  to  a  desired  position.  Ilughlings  Jack- 
son  described  such  patients  who  tried  to 
move  the  tongue  with  their  fingers,  as 
though  to  show  him  that  they  knew 
what  he  wished  them  to  do  hut  were 
unable  to  perform  it  (2).  This  is  in 
fact  not  uncommon  behavior.  It  may  be 


hypothesized  that  this  loss  of  voluntarx 
control  stems  from  reduction  of  kinaes- 
thctic  and  proprioceptive  information, 
although  impaired  auditory  feedback 
probably  plays  a  role  also.  CertainK 
treatment  combining  intensive  auditory 
stimulation  is  more  effective  than  at¬ 
tempting  to  retrain  movement  patterns 
alone. 

Visual  patterns  are  intact.  Fhese  pa¬ 
tients  can  often  learn  to  write  a  series 
of  words  by  copying  them  a  few  times, 
or  even  by  seeing  the  printed  word  in 
combination  with  a  picture  while  audi¬ 
tory  stimulation  is  being  given.  They 
rarely  have  difficulty  with  silent  letters, 
and  never  with  letter  forms.  However, 
having  learned  to  write  a  list  of  words, 
they  become  totally  confused  if  the  same 
words  are  dictated  in  random  order. 
What  appears  to  be  impaired  is  the  as¬ 
sociation  between  visual,  auditory  and 
sensorimotor  processes. 

These  patients  confuse  symbols 
whose  names  sound  alike,  hut  they  also, 
interestingly  enough,  confuse  sounds 
and  symbols  with  similar  positions  of 
articulation  and  similar  placement  and 
movement  cues,  such  as  I’HM  (lip 
sounds),  TDNL  (tip  of  tongue),  F\^ 
(teeth  and  lips)  and  KG  (palatal). 

Fieberman,  studying  the  perception 
of  speech,  considers  the  possibility  that 
proprioceptive  as  well  as  acoustic  di¬ 
mensions  must  be  taken  into  account. 
He  observes  that  when  articulation  and 
sound  waves  go  in  separate  directions, 
perception  always  goes  with  articulation 
(3).  These , observations  on  aphasics 
tend  to  support  this  hypothesis. 

These  confusions  characteristically 
appear  on  several  or  all  of  the  following 
tasks,  depending  upon  the  severity  of 
the  disorder: 

1.  Pointing  to  letter  named  by  exam¬ 
iner. 
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2.  Pointing  to  letter  when  its  phonetic 
equivalent  is  given  hy  the  exam¬ 
iner. 

3.  Naming  letters  presented  visually. 

4.  Producing  phonetic  equivalent  of 
symbol  on  visual  cr  auditory  pre¬ 
sentation. 

5.  Writing  letter  when  name  or  pho¬ 
netic  equivalent  is  given. 

6.  Naming  words  beginning  with  a 
specified  sound. 

7.  Oral  spelling. 

8.  Written  spelling. 

9.  Oral  reading. 

10.  Repetition  and  spontaneous  speech. 

For  example,  one  patient  asked  to 
name  words  beginning  with  specified 
sound,  produced  the  following: 
table,  day,  to,  look 
victory,  vegetable,  funny 
cake,  cookies,  can,  get,  come 
day,  dinner,  do,  time 
go,  get,  green,  can 
boy,  bed,  perfect,  book 
The  same  patient  made  the  following 
characteristic  errors  on  written  spelling, 
during  the  same  period  (note  the  in¬ 
tactness  of  silent  letters). 
arraid  for  afraid 
puild  for  build 
heat  for  meat 
gount  for  count 
summer  for  supper 
Another  characteristic  of  the  reading 
and  writing  disability  of  patients  in 
this  group  is  confusion  of  the  "little 
words,”  such  as  it,  is,  in  an,  on,  has, 
was,  of  and  so  on.  This  probably  results 
both  from  impairment  of  discrimination 
of  similar  phonemes  and  the  restriction 
of  auditoiA’,  visual  and  placement  cues 
in  such  words.  Words  like  these  have 
only  contextual  meaning,  and  in  con¬ 
text,  that  is  in  connected  speech,  they 
are  not  pronounced  clearly  and  cannot 
he  heard  distinctly.  Neutral  vowels  are 


substituted  for  given  vowels,  consonants 
are  elided,  and  in  a  sentence  structure 
words  have  neither  duration  nor  stress. 
The  patient  with  severe  auditory  im¬ 
pairment  cannot  tell  one  from  another 
even  in  isolation;  in  a  sentence  he  simp¬ 
ly  does  not  hear  them.  Extensive  and 
intensive  drill  with  combined  visual  and 
auditory  stimulation  is  required,  using 
letters,  words  and  short  structural  units 
which  are  meaningful,  before  such 
words  can  be  discriminated  and  used 
correctly.  When  the  patient  can  use 
them  he  does  not  usually  have  trouble 
reading  or  writing  them. 

Conclusion 

It  seems  self-evident  that  the  reading 
and  writing  disabilities  of  adult  aphasics 
are  not  of  one  piece,  but  that  various  or¬ 
ganic  components  of  the  disorder  must 
be  diagnosed  and  treated  differentially. 

In  adults  isolated  defects  of  one  lan¬ 
guage  modality  are  extremely  rare,  if  in 
fact  they  do  exist.  Instead  there  seems 
to  he  a  general  language  deficit  present 
in  all  patients  which  cuts  across  modal¬ 
ities.  One  function  may  be  more  severe¬ 
ly  impaired  than  another  by  virtue  of 
co-existing  perceptual,  sensory,  motor 
(cranial  nerve)  or  sensorimotor  im¬ 
pairment. 

A  final  observation  is  perhaps  per¬ 
tinent.  Most  adult  aphasics  are  highly 
motivated,  emotionally  stable,  able  to 
work  intensively  and  to  withstand  con¬ 
siderable  amounts  of  frustration.  When 
extensive  or  generalized  brain  damage  is 
present,  this  is  not  true.  Such  patients 
in  contrast  show  emotional  lability,  fa¬ 
tigue  readily,  and  tend  to  be  unable  to 
work  effectively  without  constant  super¬ 
vision  and  encouragement.  Organic  psy¬ 
choses  sometimes  accompany  brain  dam¬ 
age.  Such  patients  are  not  usually  amen¬ 
able  to  treatment  for  aphasia. 
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Dating,  .Mating  and  Marriage.  By 
Jessie  Bernard,  Helen  E.  Buchanan,  and  Wil¬ 
liam  .M.  Smith,  Jr.  Cleveland.  Howard  Allen. 
1958.  $4.75  (cloth)  and  $3.50  (paper). 

Ihis  interesting  book  on  dating,  mating, 
and  marriage  is  written  from  the  viewpoint 
of  young  persons.  The  case-documentary 
method  has  been  used  to  present  the  material. 
Ihe  volume  is  grounded  on  real  and  vital 
problems  and  the  treatment  is  sociologically 
oriented.  The  book  can  serve  as  a  supplemen¬ 
tary  text  for  courses  in  marriage  and  mar¬ 
riage  problems.  Guidance  counselors  and 
deans  of  students  will  find  the  volume  of 
considerable  use. — W.  P.  S. 


The  Challenge  to  Our  Universities. 
By  L.  A.  Duchemin,  editor.  Sackville,  New 
Brunswick,  Canada;  Mount  Allison  Univer¬ 
sity  Publication  No.  3.  1958.  108  pp.  $.60 
(from  The  Mount  -Allison  Bookstore,  Sack¬ 
ville,  New  Brunswick,  Canada). 

If  an  .American  observer  were  bold  enough 
to  characterize  Canadian  universities,  he 
might  express  admiration  for  their  firm  be¬ 
lief  in  a  hierarchy  of  values  among  the  uni¬ 
versity  disciplines.  English  caution,  moral 
realism,  and  a  keen  appreciation  of  the  func¬ 


tion  of  knowledge  are  some  of  the  solid  sub¬ 
stance  reflected  in  Canadian  higher  educa¬ 
tion. 

Canadian  universities,  like  universities 
elsewhere,  are  facing  new  challenges  in  this 
decade  of  rapid  progress.  Conferences  which 
bring  together  university  leaders  and  learned 
men  of  allied  professions  are  useful  when 
their  purpose  is  to  probe  the  challenge  of  a 
new  day.  Twelve  stimulating  speeches  made 
at  such  a  conference  are  contained  in  this 
publication.  The  conference  was  held  in 
August,  1958,  at  Mount  Allison  University, 
New  Brunswick,  whose  extension  department 
has  for  many  summers  presented  similar  sig¬ 
nificant  forums.  An  international  character 
pervaded  the  conference  in  the  number  of 
American  university  personnel  in  attendance, 
two  of  whose  addresses  are  included.  British 
and  European  representatives  were  also  pres¬ 
ent.  The  published  addresses  will  be  useful 
to  those  interested  in  Canadian  universities  as 
well  as  those  concerned  with  the  problems 
universities  everywhere  face  in  this  second 
half  of  a  turbulent  century. 

Franklin  Parker 

Professor,  Department  of  History 
and  Philosophy  of  Education,  Uni¬ 
versity  of  Texas 


Disorders  of  Speech,  Brain 

Damage  and  Learning  Theory 

AUBREY  J.  YATES 
L  uirersity  of  \ew  England,  Australia 


The  jx)ssibilitics  of  establishing  direct 
relationships  between  structural  charac¬ 
teristics  and  behavior  has  long  exercised 
great  influence  in  the  various  branches 
(tf  psychology.  Nowhere  is  this  influence 
more  easily  perceptible  than  in  the  held 
of  speech  disorders.  Much  of  the  work 
involved  has,  of  course,  been  carried 
out  by  neurologists  and  (to  a  lesser  ex¬ 
tent)  by  psychiatrists,  but  more  recent¬ 
ly  there  has  been  increasing  co-opera¬ 
tion  between  neurologist,  psychiatrist 
and  psychologist,  notably  the  outstand¬ 
ing  work  of  Bender  and  Teuber  and 
their  colleagues,  to  which  reference  will 
shortly  be  made. 

With  regard  to  investigations  speci¬ 
fically  directed  towards  the  speech  dis¬ 
orders  and  their  relationship  to  struc¬ 
tural  changes  in  the  brain,  no  attempts 
will  be  made  here  to  review  the  present 
position  since  the  whole  field  of  speech 
pathology  has  recently  been  review'ed 
and  brought  up  to  date  in  Travis’  monu¬ 
mental  work  (11).  The  author  would 
rather  concentrate  on  certain  aspects  of 
research  in  the  general  field  of  brain- 
damage,  which  can  be  easily  shown  to 
be  vitally  important  in  their  implica¬ 
tions  for  the  treatment  of  speech  disor¬ 
ders,  but  which  are  (significantly  per¬ 
haps)  totally  neglected  in  Travis’ 
Handbook. 

Structure  and  Eunction 
Before  doing  so,  however,  a  few  pre¬ 


liminary  remarks  are  necessary.  Psy¬ 
chologists  have  contributed  notably  to 
the  problem  of  the  relationship  between 
structure  and  function.  Two  approaches 
of  the  many  tried  concern  us  here.  The 
first  of  these  relates  to  the  diagnostic 
problem  of  demonstrating  reliably  that 
changes  in  structure  have  taken  place. 
To  this  end,  various  “tests  of  brain  dam¬ 
age’’  have  been  developed  and  used  to 
distinguish  between  brain-injured  and 
non-brain-injured  individuals.  It  can  be 
said  without  fear  of  contradiction  that 
this  approach  has  met  with  almost  total 
failure,  as  is  shown  in  the  critical  re¬ 
views  of  Klebanoff  ct  al  (6)  and  Yates 
(12).  It  has  proved  quite  impossible  to 
tlevise  any  tests  of  brain  damage  which 
w  ill  do  other  than  detect  the  most  gross 
forms  of  hrain-damage — and  these 
cases  are,  of  course,  easily  detectable  by 
simpler  techniques  than  complex  and 
time-consuming  tests. 

The  second  approach  has  resulted  in 
a  long  and  brilliant  series  of  papers  by 
Bender  and  Teuber  and  their  col¬ 
leagues!  Briefly,  their  technique  in¬ 
volves  largely  (but  not  wholly)  work¬ 
ing  with  cases  suffering  from  penetrat¬ 
ing  brain  wounds.  Each  individual  is 
allocated  to  a  group  on  the  basis  of 
decisions  as  to  which  area  of  the  brain 
has  been  affected  by  the  injury,  e.g., 
left  occipital  area.  In  this  way  the  effects 
of  injury  to  every  area  of  the  hrain  has 


444 


DISORDERS  ()l  SPKl'CH,  BRAIN  DAMAGE  AND  LEARNING  THEORY 


445 


been  examined  by  correlating  area  dam¬ 
aged  with  perlormance  on  a  very  large 
number  of  psychological  tests,  designed 
to  explore  every  aspect  of  function,  e.g. 
spatial  ability,  tactual  ability,  etc. 

Generally  speaking,  the  results  are 
i|uite  clear-cut  and  highly  signilicant. 
Brain  injury,  of  whatever  kind,  tends  to 
have  a  generally  depressing  effect  on 
psychological  functioning;  that  is,  brain 
injured  groups  teiul  to  do  worse  on  all 
tasks  than  control  groups. 

Secondly,  with  few  exceptions,  the 
area  of  the  hrain  damaged  seems  to  be 
unimportant  (with  the  usual  exceptions 
of  the  elfects  of  damage  to  primary  mo¬ 
tor  and  sensory  areas).  In  other  words, 
the  actual  functional  deficit  resultinf^ 
from  hrain  injury  cannot  he  predicted 
from  even  precise  knou  lcdge  of  the  area 
of  the  hrain  damaged.  Thirdly,  individ¬ 
ual  differences  are  very  large  within  any 
gi\en  brain  damage  group,  i.e.  persons 
with  apparently  similar  forms  of  brain 
damage  may  show  widely  different  func¬ 
tional  effects. 

Apparent  Behavioral  Disorders 

In  the  present  author’s  opinion,  the 
results  briefly  sketched  above  indicate 
clearly  that  a  re-orientation  in  approach 
is  required — and  there  are  encouraging 
signs  that  such  a  re-orientation  is  taking 
place.  It  is  contended  that  it  is  possible 
to  treat  the  observable  behavioral  dis¬ 
order  without  reference  to  any  under¬ 
lying  structural  changes  that  may  be 
the  direct  or  indirect  cause  of  the  dis¬ 
order.  Tliis  contention,  of  course,  is  in 
no  way  novel  or  original.  It  is  a  maxim 
which  has  been  practised  for  many  years 
bv  speech  therapists  in  treating  stam¬ 
mering  and  by  educationalists  in  deal¬ 
ing  with  backwardness  in  school  sub¬ 
jects.  However,  a  wider  view  is  here 
taken. 


In  a  recent  paper  f  14)  the  author 
has  argued  that  these  methods  of  treat¬ 
ment  can  also  be  applied  to  disorders 
where  formerly  their  use  was  rejectetl 
on  the  grounds  that  the  apparent  be¬ 
havioral  disorder  was  merely  symptom¬ 
atic  of  some  more  fundamental  under¬ 
lying  conflict.  This  “dynamic”  ^  iew  was 
rejected  on  a  number  of  grounds  and 
empirical  evidence  was  cited  to  show 
that  “sNinptomatic”  treatment,  i.e.  a  di¬ 
rect  attack  on  the  observable  anomalies 
of  behavior  was  successful  in  the  case  of 
enuresis  (9),  tics  Cl  3),  frequency  of 
micturition  (5),  phobias  (8)  and 
writer’s  cramp  (7).  Nor,  in  these  cases, 
\vas  there  any  evidence  of  the  alleged 
“symptom  substitution”  which  would 
have  been  expected  if  the  “dynamic” 
theory  were  true. 

The  significance  of  these  recent  ap¬ 
proaches,  however,  lies  not  in  their  em- 
jiirical  success  but  in  the  fact  that  the\ 
all  make  use,  with  varying  ilegrees  of 
rigour,  of  the  constructs  of  modern 
learning  theory  and  it  is  in  this  respect 
in  particular  that  they  differ  from  re¬ 
medial  teaching  and  speech  therapy.  It 
is,  of  course,  perfectly  true  that  it  is  a 
misnomer  to  speak  of  “learning  theory” 
since  there  are  many  different  theories 
of  learning,  each  with  a  different  set 
of  constructs.  Nevertheless,  all  of  the 
above  experiments  have  successfully 
used  learning  theory  and  it  is  interest¬ 
ing  and  important  to  note  that,  at  the 
present  stage  of  knowledge  in  psychol¬ 
ogy,  the  results  obtained  not  only  con¬ 
firm  or  infirm  tbe  constructs  used  but 
may  lead  to  new  knowledge  about  them. 
Thus,  the  present  author,  in  using  the 
liullian  construct  of  reactive  inhibition 
when  treating  a  case  of  multiple  tics, 
was  able  to  suggest,  on  tbe  basis  of  his 
results,  that  reactive  inhibition  declines 
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much  more  slowly  than  had  previously 
been  thought  to  be  the  case. 

Speech  Pathology 

In  the  held  of  speech  pathology, 
three  examples  will  be  cited  to  show  the 
usefulness  of  the  suggested  approach. 

In  the  held  of  stammering,  two  recent 
examples  are  particularly  inst,ructive. 
Jones  (4)  was  able  to  show  that  under 
conditions  of  massed  practice,  stammer¬ 
ing  showed  a  signihcant  decline  from 
hrst  to  last  trial  within  a  single  session 
(due  mainly  to  the  accumulation  of  re¬ 
active  inhibition)  and  a  signihcant  de¬ 
cline  on  the  hrst  trial  of  each  day’s  prac¬ 
tice  (due  to  the  growth  of  conditioned 
inhibition).  Thus,  not  only  was  use 
made  in  this  experiment  of  two  major 
constructs  of  Hull’s  (3)  theory  of  learn¬ 
ing  (reactive  and  conditioned  inhibi¬ 
tion),  but  the  results  provided  further 
evidence  in  support  of  the  validity  of 
these  constructs. 

In  the  same  held,  the  recent  work  of 
Cherry  and  Sayers  (2)  is  a  standing  re¬ 
buke  to  the  futile  work  of  many  psy¬ 
chologists  in  the  treatment  of  stammer¬ 
ing.  These  electronic  engineers  were 
able  to  show  quite  conclusively  (and  as 
a  by-product  of  their  main  work,  the 
properties  of  acoustical  systems)  that 
stammering  is  a  perceptual  defect,  re¬ 
sulting  from  a  faulty  monitoring  of 
speech  processes.  They  were  able  to 
deduce  as  a  result  of  their  experiments 
a  veiA'  simple  technique  of  remedial 
treatment,  namely  that  known  as  “shad¬ 
owing,”  the  fundamental  principle  of 
which  is  remove  the  stammerer’s  atten¬ 
tion  from  his  own  voice  production. 
This  has  the  two-fold  effect  of  stopping 
stammering  immediately  and  thus  of  al¬ 
lowing  correct  patterns  of  speech  to  be 
learned.  They  have  shown  that  it  is  a 
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truism  that  you  only  learn  to  speak  cor¬ 
rectly  by  speaking  correctly. 

Finally,  in  the  field  of  aphasia  itself, 
Ilirch  and  Lee  ( 1 )  have  applied  the 
methods  of  Cherry  and  Sayers  and 
shown  that  by  feeding  into  the  ears  a 
very  prolonged  note,  patients  suffering 
from  severe  nominal  aphasia  will  be 
able  to  name  without  difficulty  objects 
which  previously  they  could  not  name. 
Their  explanation  is  somewhat  differ¬ 
ent  from  that  of  Cherry  and  Sayers 
(they  explain  the  aphasia  as  due  to  in¬ 
hibitory  effects  caused  by  brain  damage 
— these  effects  can  themselves  be  in¬ 
hibited  by  a  sudden  loud  noise,  i.e.  they 
are  making  use  of  Pavlov’s  well-known 
mechanism  of  the  inhibition  of  an  inhi¬ 
bition). 

In  Conclusion 

It  is  obvious,  of  course,  that  so  far 
we  are  merely  scratching  the  surface  of 
the  problem  of  speech  pathology.  No 
one  can  say  how  successful  this  new  ap¬ 
proach  is  going  to  be.  However,  the  au¬ 
thor  is  convinced  that  neither  the  purely 
empirical  approach  nor  the  so-called 
dynamic  approach  will  of  themselves 
suffice.  Psychologists  must  be  prepared 
to  make  use  of  all  the  information  avail¬ 
able  to  them  in  treating  speech  defects 
and,  in  particular,  should  be  prepared 
to  master  and  utilize  the  constructs  of 
modern  learning  theory.  These  con¬ 
structs  are  not  fixed  and  infallible  guides 
to  procedure,  nor  can  they  be  applied 
blindly.  It  has  been  the  author’s  experi¬ 
ence  that  each  case  is  truly  unique  and 
needs  thinking  out  from  scratch.  None¬ 
theless,  as  more  and  more  evidence  and 
material  is  accumulated,  learning  theory 
should  become  more  and  more  readily 
applicable. 
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NOTES 

1.  It  is  impossible  to  list  the  large  number  of  papers  prcxluced  by  these  investigators 
and  unfortunately  no  general  summary  of  their  findings  has  yet  appeared.  A  typical 
recent  paper  is  that  by  Semmes  et  al  (10)  on  an  analysis  by  locus  of  lesion  of  per¬ 
formance  on  complex  tactual  tasks  after  brain  injury. 
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Leo  J.  Brueckner,  a  native  of  Illi¬ 
nois,  at  an  early  age  moved  to  Iowa.  He 
received  all  of  his  collegiate  education 
at  the  University  of  Iowa.  For  a  few 
years  he  was  a  high  school  principal 
and  a  superintendent  of  schools  in  that 
state.  Then  he  became  a  member  of  the 
research  department  of  the  schools  of 
Detroit.  After  serving  as  a  captain  in 
the  Psychological  Service  in  World  War 
1,  he  returned  to  Detroit  to  serve  as 
Assistant  Dean  of  the  Detroit  Teachers 
College  for  three  years. 

In  1922,  Dr.  Brueckner  joined  the 
faculty  of  the  University  of  Minnesota 
where  he  served  as  Professor  of  Ele¬ 
mentary  Education  throughout  the  re¬ 
mainder  of  his  professional  career. 
\\  bile  there  he  became  interested  in  in¬ 


structional  problems  in  the  elementary 
school.  His  major  interest  was  in  the 
held  of  arithmetic,  with  special  empha¬ 
sis  on  diagnosis  and  the  social  applica¬ 
tions  of  arithmetic. 

In  addition  to  being  a  distinguished 
teacher  at  the  University  of  Minnesota, 
Dr.  Brueckner’s  professional  work  may 
be  dixiiled  between  counseling  service 
and  writing.  He  counseled  in  many  city 
and  state  educational  surveys.  The  most 
widely  known  was  the  Regents’  Survey 
in  New  York  State  in  1935-38.  Dr. 
Brueckner  was  the  director  of  the  ele¬ 
mentary  section  of  that  investigation. 
In  1947-49,  he  was  the  director  of  the 
work  to  reform  the  program  of  elemen¬ 
tary  and  secondary  schools  of  Germany 
under  the  Office  of  Military  Govern¬ 
ment. 

As  a  writer,  Dr.  Brueckner  has  been 
both  versatile  and  voluminous.  He  has 
published  over  a  hundred  articles  in 
professional  educational  magazines.  For 
twenty  years  he  served  as  editor  of  ele¬ 
mentary  education  for  the  Journal  of 
lulucatioual  Research.  He  contributed 
to  many  different  yearbooks  of  both  the 
National  Society  for  the  Study  of  Edu¬ 
cation  and  the  National  Council  of 
Teachers  of  Mathematics.  He  was  chair¬ 
man  of  the  34th  Yearbook  of  NSSE, 
which  deals  with  diagnosis. 

Dr.  Brueckner  is  the  senior  author  of 
five  series  of  arithmetic  textbooks  for 
tbe  John  C.  Winston  Company.  He  is 
co-author  of  four  books  dealing  with  the 
teaching  of  elementary  mathematics 
(Winston)  and  also  a  co-author  of  one 
of  the  standard  books  on  supervision 
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(,1).  Appleton-Century-CTofts).  I  he  lat¬ 
ter  has  passed  through  several  revisions. 
Because  he  has  written  or  eo-authoreci 
several  books  on  diagnosis  and  the  treat¬ 
ment  of  learning  dillieulties  (1).  Apple- 
ton-Century-Oofts)  as  well  as  many 
diagnostic  tests  in  arithmetic  (Wins¬ 
ton).  His  publications  would  fill  the 
shelves  of  a  small  personal  library. 

■Mthough  Leo  is  predominantly  a 
teacher  and  an  author,  he  has  other 
facets  of  life.  He  has  a  charming  and 
talented  wife  and  he  is  the  father  of 
three  sons  and  a  daughter,  all  of  w  horn 
are  winning  recognition  in  their  pro¬ 
fessions.  His  hobbies  are  travel,  sports, 
and  mountain  climbing.  He  considers 


the  climbing  of  the  Cirand  leton  as  one 
of  his  greatest  achievements. 

y\s  one  who  has  collaborateil  w  ith  Dr. 
Brueckner  for  twenty  years,  I  feel  1 
am  in  a  position  to  give  an  evaluation 
of  him  as  a  person.  I  consider  Dr. 
Brueckner  a  profound  scholar  in  a  wide 
range  of  subjects,  a  kindly  gentleman 
considerate  of  the  opinions  of  others,  the 
possessor  of  tireless  stamina  and  energy, 
and  a  man  who  activates  his  life  by  a 
high  code  of  moral,  spiritual,  and  ethi¬ 
cal  standards.  He  truly  is  an  ideal  teach¬ 
er  and  co-worker. 

Foster  F,.  Grossnickle 

\'ew  jersey  State  Teachers  College 

jersey  City,  New  jersey 
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Statistics  in  I’sYcaioLotiv  a.nd  Fdcca- 
Tio.N.  By  Henry  L.  Garrett.  N.  Y.  Longmans, 
Green.  1958.  S5.50. 

Those  already  acquainted  with  Garrett’s 
excellent  hooks  on  statistics  will  welcome  this 
revision.  1  his  has  been  mostly  rewritten,  com¬ 
pletely  revised,  and  reset  in  a  larger  form. 
Lhose  fundamentals  of  statistical  methods 
most  useful  to  students  of  psychology  and  of 
education  are  presented  in  clear  and  con¬ 
cise  terms.  Problems  with  answers  follow  the 
various  chapters. — S.  .M.  Amatora 

Statistical  Analysis.  By  Allen  L.  E^d- 
wards.  N.  Y.  Hinehart.  1958.  $4.00. 

Ihis  is  complete  revision  of  an  earlier 
revision  containing  much  new  material.  It  is 
so  arranged  as  to  present  elementary  statisti¬ 
cal  theory  in  a  way  that  will  be  intuitively 
meaningful  to  the  non-mathematically 
trained  student.  Illustrations  are  such  as  a 
student  might  follow  readily  and  without 
wasting  time  tracing  a  course  of  involved 
calculation.  A  workbook  is  designed  to  ac¬ 
company  this  text.  This  contains  exercises 
that  provide  a  review  of  the  materials  pre¬ 
sented  in  the  text  and  enable  the  student  to 
test  his  understanding  of  the  text  and  also 
to  test  his  ability  to  apply  what  he  has 
learned. — S.  M.  Amatora 


l.DL'CATION  F()K  TIIK  lixCLPTIONAL 

Giiii.d.  By  L.  .\.  Magnifico.  New  York.  Long¬ 
man's,  Green.  1958. 

Phis  volume  covers  the  matter  of  identify¬ 
ing  ability  and  disability,  the  methods  most 
useful  for  improving  the  ((iiality  of  educa¬ 
tion,  and  procedures  for  administi;ation  of 
special  education  programs.  Included  are 
chapters  covering  problems  involved  with  the 
gifted  child,  the  mentally  retarded  child,  the 
siK'ially  handicapped,  and  the  physically 
handicapped.  A  final  chapter  discusses  the 
public  school  administrator  and  special  edu¬ 
cation. — S.  M.  Amatora 

Dfmocratic  Procf.ssfs  in  thf-  Sfc- 
(iNDARY  Classroom.  By  Bosalind  .M.  Zaph. 
I  nglewood  Cliffs,  N.  ].  Prentice-Hall.  1958. 
S5.75. 

Dr.  Zaph,  of  the  L.dwin  Denby  High  School 
of  Detroit,  has  written  a  very  useful  and 
utterly  practical  book  in  Democratic  Process¬ 
es  in  the  Classroom.  She  attempts  to  relate 
the  democratic  principles  and  theories  to  ac¬ 
tual  classroom  practices  and  in  this  attempt 
she  succeeds  eminently  well.  The  volume 
gives  step-by-step  assistance  to  teachers  who 
are  seeking  ways  to  conduct  their  classes  in 
accord  with  the  essence  of  the  democratic- 
way.  The  coverage  is  wide  and  most  inclu¬ 
sive.— W.  P.  S. 


What  Schools  are  Doing  in 
Correcting  Language  Disabilities 


GUY  WAGNER 

Director  of  the  Curriculum  Laboratory 
Iowa  State  Teachers  College,  Cedar  Falls 


I  N  planning  for  corrective  measures  in 
the  several  language  arts,  teachers  anti 
parents  should  distinguish  between  iu- 
ahility  and  d/sahility.  The  former  refers 
to  lack  of  resources — an  insufficiency  of 
innate  power.  l  ittle,  if  anything,  can 
he  done  to  remedy  this  situation  al¬ 
though  good  teaching  may  help  the 
child  to  achieve  to  the  limit  of  his  ca¬ 
pacity. 

On  the  other  hand,  a  disability  means 
that  something  has  happened  to  render 
an  individual  unable  to  operate  at  his 
|K)tential  level — he  has  become,  for 
some  reason,  deprived  of  his  normal 
powers  to  learn  and  do. 

It  is  the  obligation  of  classroom 
teachers  to  diagnose  and  correct  the  ex¬ 
isting  disabilities  of  their  pupils.  Of  first 
importance,  however,  is  the  proper 
teaching  (and  timing)  of  spelling, 
handwriting,  speech,  reading,  and  lis¬ 
tening  so  that  disabilities  will  not  devel¬ 
op.  “.An  ounce  of  prevention  is  worth  a 
pound  of  cure.”  And  sometimes  much 
more! 

But  there  are  some  disabilities,  par¬ 
ticularly  in  the  field  of  speech,  that  have 
already  made  pronounced  headway  by 
the  time  the  child  enters  school.  When¬ 
ever  severe  disabilities  appear,  the  re¬ 
sponsible  teacher  will  call  upon  the  help 
of  a  recognized  specialist.  In  cases  where 


disability  has  its  origin  in  a  physical 
defect,  parents  should  he  urged  to  have 
their  child  referred  to  a  medical  special¬ 
ist. 

It  is  clear  that  counsel  from  special¬ 
ists  in  corrective  work  is  helpful  at  all 
levels  and  imperative  in  severe  eases. 
\\  ell-prepared  classroom  teachers,  how¬ 
ever,  can  do  a  great  deal  of  valuable  cor¬ 
rective  work.  As  a  help  to  such  teachers, 
a  number  of  school  svstems  have  pre¬ 
pared  handbfioks  which  contain  practi¬ 
cal  suggestions  and  priKcdures.  Teach¬ 
ers  will  find  the  following  handbooks  to 
be  especially  useful. 

University  of  \\  yoming.  Diagnostic  and 
Instructional  Procedures  in  the  Lan¬ 
guage  Arts,  The  Curriculum  and  Re¬ 
search  Center,  College  of  Education, 
I.aramie,  W'yoming,  1956.  198  p. 

The  completeness  of  this  publication 
is  matched  only  by  its  excellent  and 
practical  suggestions  for  diagnosis  and 
corrective  procedures.  I-ollovving  an  in¬ 
troduction  which  explains  fhe  interre¬ 
lationships  among  the  language  arts, 
attention  is  given  the  phsyiological,  psy¬ 
chological,  and  environmental  factors 
which  accompany  reading  retardation. 
Suggestions  are  then  made  for  diagnosis 
and  follow-up  instruction  in  reading. 

There  is  also  a  chapter  devoted  to  the 
analysis  and  correction  of  listening  dis¬ 
abilities  and  a  similar  chapter  which 
gives  thorough  attention  to  the  problem 
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of  spelling  disabilities  and  their  remedi¬ 
ation. 

Iiobinson,  Helen  M.  cotiip.  and  ed.. 
Corrective  Heading  in  Classnxnn  and 
Clinic.  Supplementary  l.dueational 
Monographs,  \().  79,  University  of 
Cbieago  Press,  1953.  256  p. 

Programs  planned  for  the  Sixteenth 
Annual  Conferenee  on  Heading,  under 
the  eentral  theme  of  the  title  above, 
ineludeil  aspects  of  the  programs  in- 
\()lved  in  eorreetive  reading  for  all  grailc 
levels  K-12,  plus  eollege  and  reading 
elinie.  Gives  suggestions  for  discovering 
retarded  readers,  eliminating  ohstacles 
to  effective  reatling,  and  diagnosing 
reading  disabilities.  Presents  case  stud¬ 
ies  of  unique  problems,  discusses  basic 
problems  in  correcting  reading  difficul¬ 
ties,  and  suggests  ways  to  develop  word 
recognition  and  improve  rate  and  com¬ 
prehension.  Noteworthy  contributions  to 
this  successful  conference  were  criteria 
for  selecting,  and  suggestions  for  using, 
materials  and  books  for  corrective  read¬ 
ing  in  classroom  and  clinic. 

Claremont  College  Heading  Conference, 
Twenty-Hrst  Yearbook.  Claremont  Col¬ 
lege  Curriculum  Laboratory,  Claremont, 
C’alifornia,  1956. 

Pertinent  chapters  ilealing  with  the 
prevention  and  correction  of  language 
disabilities  include  “Heading  W  ith  the 
Heart,”  “Facts  About  Vision  Significant 
to  the  Classroom  1  eacher”  and  “Devel¬ 
oping  Criteria  of  Visual  Performance 
for  lilementary  School  Children.” 

Larrick,  Nancy,  ed..  Heading  in  Action. 
International  Heading  Association  Con¬ 
ference  Proceedings,  X'olume  2,  Scholas¬ 
tic  Magazines,  33  West  42nd  Street. 
New  York  36,  N.  Y.,  1957.  176  p. 

A  report  of  the  highlights  of  the  sec¬ 
ond  annual  conference  of  the  Associa¬ 
tion  devoted  to  aspects  of  the  program 
“to  improve  the  teachings  of  reading 
and  the  development  of  lifetime  habits 
of  reading  at  all  levels.” 

Sections  of  the  report  concerned  with 
building  more  effective  reading  skills  at 


all  grade  levels  and  diagnositic  proceil- 
ures  in  remedial  reading  should  be  help¬ 
ful  to  the  teacher  and  clinician. 

Dade  County  Public  Schools,  Spelling 
and  Handwriting  in  the  l.lemcntar) 
School,  Bulletin  2C.  I'extbook  Depart¬ 
ment,  Board  of  Public  Instruction,  320 
SW'-22ml  Ave.,  Miami  37,  1  lorida, 
1957.  81  p. 

1  he  first  section  of  the  guitle  outlines 
the  spelling  program  and  sets  up  some 
helps  to  the  teacher  in  handling  instruc¬ 
tional  problems.  I  he  secotui  part  in¬ 
cludes  procedures  for  individualizing 
instruction  as  well  as  a  section  for  the 
analysis  of  hantlwriting  difficulties. 

New  York  City  Board  of  Ixlucation, 
toward  Hetter  Speech.  Curriculum 
Bulletin,  1952-53  Series,  Numher  5, 
1  10  Livingston  Street,  Brooklyn  1,  New 
York,  1953.  130  p. 

Prepared  to  help  the  classroom  teach¬ 
er  at  each  grade  level  (elementary 
through  secondary)  recognize  the  prob¬ 
lems;  gain  the  knowledges;  and  to  as¬ 
sist  in  selecting  materials  and  techniques 
suitable  for  her  needs.  I  he  over-all  plan 
includes  material  designed  to  help  minor 
speech  defects. 

Bedford  Union  Schools,  The  Teaching 
of  the  Language  Arts  in  the  Llemen- 
tary  Schrxds.  26440  Puritan  Avenue, 
Detroit,  39,  Michigan,  September 
1957. 

This  well-organized  guiile  illustrates 
the  more  general-type  guide  in  language 
arts  in  which  some  attention  is  given  to 
remedial  practices.  It  is  pointed  out  that 
all  children  are  not  expected  to  reach  a 
satisfactory  level  of  achievement  in  the 
regular  developmental  jirogram,  conse- 
(|uently,  remedial  work  is  necessary. 
Upon  diagnosis  of  the  causes  for  inade¬ 
quate  achievement,  the  teacher  may  util¬ 
ize  some  “follow'-up  helps.” 

In  this  publication,  the  cause  is  first 
given  and  this  is  followed  by  sugges¬ 
tions  for  reteaching.  One  example  from 
the  fields  of  writing  and  spelling  fol¬ 
lows: 
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C  ansc:  Trouble  with  writing  con¬ 

tributes  to  failure  in  spell¬ 
ing. 

Suggestions:  Watch  writing  speed  and 
skill.  Analyze  writing. 
Ciive  definite  individual 
help  with  letter  formation 
where  needed.  Give  spe¬ 
cific'  board  instruction  in 
grades  two  and  three 
where  teaching  the  child 
how  to  write  the  word  is 
a  big  part  of  spelling. 
Spelling  is  a  complex  ac¬ 
tivity  involving  many 
skills;  the  child  needs  help 
in  coordinating  them. 


Other  \aluahle  publications  dealing 
uith  some  jihase  of  language  disability 
include:  (1)  A  Manual  for  Heading 
Clinie  Teaehers,  St.  Tonis  Public 
Schools,  St.  Touis,  Missouri,  Septem¬ 
ber  1956,  76  p.;  (2)  Speeeh  Corree- 
tion  ieeliniques  —  Materials  —  Hefer- 
enees,  Division  of  Speech  Correction, 
Chicago  Public  Schools,  1952,  70  p.; 
(3)  W'e  learn  to  Talk,  Special  Tdu- 
cation  Department,  Tresno  County 
Schools,  Tresno,  C  alifornia,  n.  d.,  32  p.; 
and  (4)  ,\Iy  Speeeh  Hook,  Public 
Schools,  Kansas  Caty,  Missouri,  Pievised, 
September  1954. 


DEPARTMENT  OF  BOOK  REVIEWS 

WILLIAM  P.  SEARS,  Jr.,  Boot  Rniew  Editor 

School  of  Education,  New  York  University 


Man  the  Maker:  A  History  oe  Tech- 
NOLOtiY  AND  I’.NtaNEERING,  By  11.  J.  I'orbfS. 
N.  Y.  Abflard-Stliuman.  1958.  $5.00. 

This  onc-volumc  history  of  man’s  tlcvclop- 
ment  as  a  t(K>l-making  animal  can  be  read 
with  interest  by  all  who  are  concerned  with 
riTent  developments  in  technology  and  en¬ 
gineering.  More  especially,  the  book  should  be 
“retjuired  reading”  for  all  teachers  of  the  in¬ 
dustrial  arts,  the  trades,  and  the  technical 
subjtxrts.  1  he  present  edition  is  a  revision  and 
an  enlargement  of  an  earlier  one  that  ap¬ 
peared  in  19  50.  From  prehistoric  days  to 
the  immediate  present,  the  author  traces 
man’s  use  of  UkiIs  in  his  struggle  to  control 
nature  and  to  utilize  the  environment  for  the 
satisfaction  of  his  needs. — \V.  P.  S. 

•Adolescent  Development  in  Ameri¬ 
can  CcLTCRE.  By  Harold  W.  Bernard. 
Yonkers.  World  Bixik  C'ompany.  1958.  $5.75. 

The  author  of  his  text  in  adolescent  psy¬ 
chology  states  that  the  tone  of  the  volume  is 
fundamentally  optimistic.  This  does  not  mean 
that  the  volume  neglects  to  point  out  the 
ways  in  which  adolescents  fail.  Rather,  the 
book  stresses  varying  degrees  of  success  that 
adolescents  display  as  they  progress  toward 
maturity.  The  major  emphasis  is  on  the  role 


of  culture  in  creating  the  problems  of  adol- 
e.icents  and  in  shaping  their  behavior.  'Ihe 
importance  of  the  family,  the  community, 
the  scIkkiI,  and  the  working  world — in  short 
the  cultural  milieu — is  stressed.  Parents, 
counselors,  teachers,  and  adolescents  can 
study  this  hook  with  profit  to  themselves  and 
those  with  whom  they  associate. — W’.  P.  S. 

Farly  Fdl'cation  oe  the  Mentally 
PiETARDi'D.  By  Samuel  A.  Kirk.  Urbana,  111. 
L'niv.  of  111.  Press.  1958.  $6.00. 

Because  of  his  slow  learning  ability,  the 
mentally  retarded  child  cannot  keep  up  with 
the  requirements  of  the  regular  class.  The 
present  volume  is  a  complete  description  of  a 
five-year  experiment  on  the  effects  of  pre¬ 
school  education  on  the  mental  and  social 
development  of  8 1  mentally  retarded  chil¬ 
dren  Ix'tween  the  ages  of  three  and  six  years. 
Ihe  authors  show  that  mentally  retarded  or 
defective  children  can  progress  at  a  rate  of 
growth  to  a  significant  degree  through  school 
experience.  Though  educational  stimulation 
dcK's  not  cure  mental  retardation,  it  can  im¬ 
prove  the  functioning  level  of  many  of  these 
children  if  presented  early  enough.  The  au¬ 
thor  points  out  the  kinds  of  mentally  retarded 
children  who  can  be  improved  most  through 
early  educational  opportunities. — S.  M.  A. 


VIEWPOINTS 

The  Schools  Belong  to  the  People  — 

Not  the  Teachers 


tARL  H.  HANSON 

Superintendent  of  Schools,  Rock  Island,  Illinois 
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l^oMK  say  that  ctliication  is  so  compli¬ 
cated  that  trained  professionals  should 
decide  its  issues  without  interference 
from  amateurs.  Ihey  point  out  that  a 
smart  layman  doesn’t  diagnose  his  own 
case  and  prescribe  treatment,  but  trusts 
the  doctor  for  that.  Education,  they  con¬ 
tend,  is  nearly  as  complicated.  It  in- 
\()lves  determination  of  curriculum,  se¬ 
lection  of  study  materials,  complicated 
umlerstanding  of  and  decisions  about 
children,  grade  leveling  of  course  olfer- 
ings.  It  demands  complex  knowledge  of 
how  jieople  act  as  individuals  and  as 
groups,  and  practiced  skill  in  managing 
behavior. 

I'o  be  a  teacher  demands  nuicb  more 
than  doing  what  comes  naturally.  A 
teacher  to  be  successful  needs  more  edu¬ 
cation  than  a  psycbiatric  social  worker. 
Since  that  is  so,  let  tbe  educator  decide 
what  shall  be  taugbt,  bow  to  teach,  who 
should  become  teachers  and  how  they 
should  be  educated.  That’s  the  demand 
of  many. 

Others  say  teaching  is  not  as  compli¬ 
cated  as  the  educationalists  claim.  It’s 
as  simple  as  common  sense.  Any  intelli¬ 
gent  person  who  knows  his  subject  can 
teach  it,  and  any  alert  layman  can  de¬ 
cide  what  he  wants  his  child  to  be 
taugbt.  reaching  is  a  simple  matter  of 
obecing  tbe  orders  of  the  sch(M)I  board 


and  firmly  demanding  that  the  children 
do  as  they  are  told. 

1  hese  are  the  opposite  ends  of  the 
axis,  and  as  is  usually  a  fact  the  truth 
lies  somewhere  near  the  middle. 

It  is  true  that  teaching  is  complex  anil 
that  a  professional  is  rei|uircd  to  do  it 
right.  I  ven  a  single  element,  class  con¬ 
trol,  is  an  intricate  task  which  needs 
careful  training  to  perform.  Often  the 
cockiest  of  laymen  confronted  with  a 
grouj)  of  children  to  manage  are  forced 
ruefully  to  admit  that  teaching  isn’t  as 
simple  as  it  looks.  Much  must  be  left  to 
the  profession  if  education  is  to  be  suc¬ 
cessful.  Sucb  tilings  as  bow  to  teacb 
reading,  grade  leveling  arithmetic,  tbe 
use  of  academic  and  psycbological  mea¬ 
surements,  tbe  content  of  teacher  educa¬ 
tion  .should  largely  be  decided  by  the 
profession  of  education  as  a  whole,  in¬ 
cluding  the  academicians.  .\ot  that  the 
parents  and  other  lay  folks  should  be 
left  out — far  from  it;  but  that  in  these 
matters  tbe  “doctor’s”  voice  should  carrv 
real  authority. 

Final  decisions  on  educational  policy, 
however,  must  rest  with  the  whole  peo¬ 
ple,  including  the  profession  of  educa¬ 
tion,  because  what  we  teach  and  how 
we  teach  it  determines  tbe  kind  of  social 
order  for  the  next  generation.  The 
teachers  may  not  dare  to  build  a  new 
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social  order,  hut  it  they  dared  and  the 
|x*ople  did  not  stop  them,  they  could. 
1  include  liotc  uc  teach  as  well  as  what, 
Ix'cause  autiKratic  school  structures  and 
class  methods  condition  the  children  for 
an  autocratic  society  even  more  than 
d(K“s  propa^amla  in  the  course  of 
study. 

W  hen  the  people  lose  control  of  their 
schools  they  also  lose  control  of  the  di¬ 
rection  of  their  sixietx.  The  analogy 
often  used  hy  us  of  the  diKtors’  control 
owr  medicine  is  not  accurate.  Medicine 
does  not  determine  the  social  order; 
education  does.  .America  has  faith  in 
the  natural  right  of  all  of  the  people  to 
determine  for  themselves  the  character 
of  their  social  order,  and  1  am  sure  it 
w  ill  not  surrender  that  power  to  us,  the 
pedagogues.  One  of  the  reasons,  1  think, 
that  the  national  government  was  not 
gi\en  power  over  the  schools  was  to 
make  it  extremely  difficult  for  an\ 
strategically  placed  person  or  group  to 
sei/.e  control  of  the  whole  educational 
system.  By  vesting  authority  over  the 
schools  in  the  states  and  the  states  in 
turn  by  delegating  much  of  it  to  the 
l(Kal  district,  control  is  so  diffuse  that 
it  is  nearly  imiwssible  for  any  group  to 
sei/.e  the  educational  s\stcm.  I  his,  1 
believe  is  as  it  should  be. 

One  thing  all  schools  districts  have 
in  common,  however,  is  devotion  to  the 
same  purpose.  I  hat  purpose  grows  out 
of  the  basic  belief,  the  basic  character 
of  the  .American  people.  It  is  the  cor¬ 
ner  stone  of  the  houses  of  government 
and  the  houses  of  education.  It  was  ex¬ 
pressed  in  the  Declaration  of  Independ¬ 
ence  proclamation  that  “.All  men  are 
created  equal.”  .America  maile  this  faith 


balanced  and  practical  through  an  un¬ 
equaled  Constitution. 

Other  nations  have  had  glimpses  of 
that  tenet.  Among  them  was  ancient 
Israel,  but  the  concept  was  not  whole 
with  her  because  she  would  not  share 
it. 

Cireece  had  the  vision,  but  she  did 
not  see  clearly  because  she  limited  her 
denuKTacy  and  respect  for  the  human 
soul  to  a  few  bright  and  free  persons 
called  the  “elite." 

Home  had  some  of  the  truth,  but  it 
was  covered  with  a  thick  skin  of  hrutal- 
it\ . 

Fngland  had  much  of  it,  but  at  least 
until  lately  the  truth  was  hampered  by 
colonialism. 

France  literally  shone  with  it,  but 
time  and  again  she  has  been  rendered 
ineffectual  by  anarchy. 

Our  people  quickly  recognized  that 
this  faith  could  be  real  only  if  all  the 
people,  not  just  the  “elite,”  were  edu¬ 
cated  and  taught  to  control  their  emo¬ 
tions  and  to  use  their  intelligences. 

I  bis  teaching  is  the  job  of  American 
schools. 

.Most  of  the  complex  decisions  which 
need  to  be  made  in  the  profession  of 
education  should  be  chiefly  determined 
by  the  profession  itself.  The  people  in¬ 
creasingly  respect  education  and  edu¬ 
cators  as  a  profession  and  as  profession¬ 
als  and  actually  leave  those  matters  to 
them.  The  foundation  decisions,  how¬ 
ever — what  to  teach,  how  to  teach  it, 
and  for  what  purpose — the  people  will 
not  leave  to  us  alone,  because  to  do  so 
would  be  to  establish  a  dictatorship  of 
the  pedagogue. 


THE  EDUCATIONAL  FRONTIER 
A  Dream  of  Self-Realization 


FRED  G.  WALCOTT 
University  of  Michigan,  Ann  Arbor 


1^HE  dream  of  most  parents  for  their 
children  is  the  full  development  of  their 
powers  and  capabilities;  they  ilesire  for 
them  the  happiness  that  comes  with  the 
full  llowering  of  the  personality.  Deep 
within  the  normal  minil  is  the  craving 
for  achievement,  for  an  ample  com¬ 
petence,  for  the  quiet  consciousness  of 
a  simple  dignity.  It  is  the  gratification 
of  this  tropistic  need  of  the  person  that 
delineates  the  distinctive  trend  of  hu¬ 
man  history — the  irrepressible  struggle 
against  slavery  of  all  kinds — the  im¬ 
pulse  to  be  free  as  the  prime  requisite 
of  self-respect.  Matthew  Arnold  saw  this 
principle  clearly  and  enunciated  it 
precisely  in  the  Introduction  to  The 
Popular  Tiliieatiou  of  Praiiee  ('1861): 

l  ife  itself  consists,  say  the  phil¬ 
osophers,  in  the  effort  to  affirm  one’s 
ou’n  essence;  meaning  by  this,  to 
develop  one’s  own  existence  fully 
and  freely,  to  have  ample  light  and 
air,  to  be  neither  cramped  nor  over¬ 
shadowed.  DemcKracy  is  trying  to 
affirm  its  own  essence;  to  live,  to  en¬ 
joy,  to  possess  the  world,  ...  So 
potent  is  the  charm  of  life  and  ex¬ 
pansion  upon  the  living:  the  moment 
men  are  aware  of  them,  they  begin 
to  desire  them,  and  the  more  they 
have  of  them,  the  more  they  crave. 


Ihis  to  me  is  the  basic  aim  of  all 
democratic  education.  If  the  methods 
and  the  activities  of  the  school  serve 
this  purpose,  I  shall  call  them  good;  if 
they  subvert  or  frustrate  this  funda¬ 
mental  aim,  I  shall  call  them  had,  no 
matter  how  much  factual  kno\\ledge 
nor  how  many  basic  skills  thev  mav  in¬ 
culcate. 

\ow  most  educators,  of  course,  will 
agree  with  this  generality,  hut  there  are 
many  subtle  and  elusive  factors  hidden 
in  the  test.  Mores  are  learned  by  exam¬ 
ple,  by  the  personal  witnessing  of  the 
patterns  of  human  action — not  by  pre¬ 
cept  nor  admonition  when  these  are 
contrary  to  the  obxious  patterns  of  ac¬ 
tion.  Children  will  surely  do  the  things 
that  we  ilo,  not  those  that  we  say. 

And  so  it  is  that  our  fine  words  so 
often  come  to  nothing.  It  is  easier  to 
agree  on  the  sentiments  than  on  the 
practices  of  democracy.  Hidden  beneath 
the  achievements  of  our  rising  culture, 
there  is  the  long  history  of  our  climb 
from  barbarism,  our  slow  evolution  out 
of  the  primitive  psychology  and  the  sav¬ 
age  methods  of  our  forebears.  The  level 
of  our  humanity  at  any  moment — what 
we  call  our  humaneness — is  always  rel¬ 
ative:  so  much  we  have  attained;  so 
blinded  are  we  still  be  the  encircling 
primordial  darkness. 
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If  we  arc  to  win  to  fuller  sclf-reali/a- 
tion  for  our  children,  wc  must  revise 
our  practices  again  and  again,  and  pa¬ 
tiently  apply  our  newer  insights  to  the 
achievement  of  a  still  greater  freedom. 
Here,  and  for  this  purpose,  are  some  of 
the  principles  that  I  think  1  must  exem- 
plifv  for  the  people  whom  1  teach : 

1.  Never  by  word  or  act  to  assume 
the  authoritarian,  knowing  that  my  bad 
example  will  stamp  in  a  pattern  of  con¬ 
duct  that  1  do  not  want  to  accept  in 
others,  because  tbeir  dominance  of  me 
would  restrict  my  freedom  and  abridge 
my  self-respect. 

2.  Always  to  be  forthright  and  un- 
subtlc  in  the  expression  of  opinion  and 
in  the  reporting  of  experience — that  is, 
always  to  be  myself  an  open  b<M)k. 

3.  Always  to  assume  tbe  tentative¬ 
ness  of  present  know  ledge  and  to  com¬ 
municate  tbe  continuing  necessity  to 
consult  tbe  “know-bow”  and  tbe  judg¬ 
ment  of  others. 

4.  Never  to  overlook  tbe  chief  les¬ 
son  of  human  uniqueness — that  is,  to 
realize  that  the  composite  strength  of 
s(Kicty  lies  in  the  funded  talents  and  ex- 
jx'riences  of  all  its  people,  particularly 
in  their  diversity  and  not  in  their  uni¬ 
formity. 

5.  Always  to  eschew  the  historic 
tendency  in  education  to  standardize 
the  learning  of  unique  individuals  by 
undeviating  adherence  to  prescribed 
curricula  and  rigiti  courses  of  study. 

6.  Always  to  see  in  the  uniqueness¬ 
es  of  children  a  justification  for  their 


own  assumptions  of  equality  and  self- 
acccptance.  To  realize  that  the  domin¬ 
ance  of  one  person  by  another  belies 
these  assumptions  and  destroys  their 
very  essence. 

7.  To  promote  what  I  consider  to 
be  the  universal  creativity  of  learners 
as  the  only  dependable  motive  power 
for  self-realization,  knowing  that  this 
will  often  express  itself  in  unique  ways 
according  to  the  special  talents  and  the 
personal  ambitions  of  each  person. 

8.  To  realize  the  cohesive  power  of 
the  culture  itself  as  the  true  limiting 
and  guiding  factor  in  the  self-selection 
and  the  self-realization  of  children;  to 
rely  confidently  on  the  human  deriva¬ 
tions  of  the  culture  and  its  human  ap¬ 
pointments  to  attract  and  to  invite  all 
new  entrants  into  its  progressive  organ¬ 
ic  movements. 

9.  To  prize  and  to  protect  the  com¬ 
mon  disciplines  of  the  culture,  know¬ 
ing  that  these  too  have  arisen  out  of 
the  composite  human  genius,  and  that 
they  offer,  by  virtue  of  their  human 
origins,  ever-beckoning  attractions  to 
the  exercise  of  creative  endeavor  toward 
the  continued  advancement  of  the  cul¬ 
ture. 

10.  To  welcome  change  as  the  de¬ 
sirable  and  inevitable  condition  of  all 
living  organisms,  including  the  culture; 
to  realize  that  constructive  change  is  the 
prime  requisite  to  all  improvement, 
which  is  the  object  of  all  man’s  dream¬ 
ing  and  contriving  in  his  endless  effort 
to  fashion  for  himself  a  better  World. 


C-B  Developmental  Reading  Series 
Receives  Widespread  Acceptance 


The  widespread  acceptance  of  the 
C]-B  Developmental  Reading  Se¬ 
ries,  consisting  of  films  and  related 
materials,  will  be  of  interest  to 
any  teacher  of  developmental 
reading. 

The  series,  which  resulted  from 
studies  conducted  at  Stanford  Uni¬ 
versity  and  the  City  College  of  San 
['rancisco,  embodies  new  tech¬ 
niques  and  devices  available  o/;/) 
in  these  materials. 

One  of  the  educational  consult¬ 
ants  was  Dr.  Henry  A.  Bamman, 
author  of  several  extensively  used 
texts  on  reading,  including  the 
recently  published  "Fundamentals 
of  Basic  Reading  Instruction.” 

Within  the  past  year,  school  sys¬ 
tems  and  institutions  in  over  20 
states  have  purchased  the  C-B  Sc¬ 
ries.  In  one  state  alone,  28  school 


systems  and  institutions  arc  using 
the  materials. 

Representative  purchasers  include 
school  systems  and  individual 
schools,  public  and  private,  in  Co¬ 
lumbus,  Indianapolis,  Kansas 
Caty,  Minneapolis,  New  York  City, 
Pasadena,  Sacramento,  St.  Louis, 
and  San  Diego. 
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